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Predominant 

psychoneurotic 

anxiety 

i' 

I; 

Associated  -j 

depressive 

symptoms  „i 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc  4 
and/or  severity  of  grand  mal  seizures  ma« 
require  increased  dosage  of  standard  antii* 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in-  I 
crease  in  frequency  and/ or  severity  of  ■ 
seizures.  Advise  against  simultaneous  in-l 
gestion  of  alcohol  and  other  CNS  depres-  > 
sants.  Withdrawal  symptoms  (similar  to  ij 
those  with  barbiturates  and  alcohol)  haveJ 
occurred  following  abrupt  discontinuancd 
(convulsions,  tremor,  abdominal  and  mu:ii( 
cle  cramps,  vomiting  and  sweating).  Keeif 
addiction-prone  individuals  under  carefuf 


respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneii- 
rotic  anxiety  with  secondary 
I depressive  symptoms:  the 
psychotherapeutic  effect  of 

E/'alium  is  pronounced  and 
apid.  This  means  that  im- 
irovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic  patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5~mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 
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surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 
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Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported: 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice: 
periodic  blood  counts  and  liver  funct,...', 
tests  advisable  during  long-term  therapy. 
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Documented  bioavailability.. 
Regimen  flexibility 

q.i.d.  or  q 6h  immediately  after  or  between  meals 


E-Mycin* 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality... 
Priced  for  economy 


Upjohn 


See  facing  page  for  brief  summary  of  prescribing  information. 


|:-MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
hromycin  enteric-coated  tablets,  Upjohn) 
i-Mycin  Tablets  (erythromycin  enteric-coated  tablets)  are  spe- 
ially  coated  to  protect  the  contents  from  the  inactivating  effects 
]f  gastric  acidity  and  to  permit  efficient  absorption  v^/hen  ad- 
ninistered  either  immediately  after  meals  or  when  given  be- 
ween  meals  on  an  empty  stomach. 

idications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
treptococci):  Upper  and  lower  respiratory-tract,  skin,  and  soft- 
ssue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
nine  penicillin  G is  considered  by  the  American  Heart  Associa- 
on  to  be  the  drug  of  choice  in  the  treatment  and  prevention 
!f  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
heumatic  fever.  When  oral  medication  is  necessary  (because 
ne  parenteral  route  is  contraindicated)  or  if  there  is  known 
jllergy  to  penicillin,  the  following  recommendations  made  by 
ne  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
where  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
I minimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
f 10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
oycin  have  been  reported. 

\lpha-hemolytic  streptococci  (virdans  group);  Short-term  pro- 
hylaxis  against  bacterial  endocarditis  prior  to  dental  or  other 
jperative  procedures  in  patients  with  a history  of  rheumatic 
Iver  or  congenital  heart  disease  who  are  hypersensitive  to 
enicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
urgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
■am-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
"aphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 

■ mild  to  moderate  severity.  Resistance  may  develop  during 
eatment. 

iplococcus  pneumoniae;  Upper  respiratory-tract  infections 
i.g.,  otitis  media,  phalangitis)  and  lower  respiratory-tract  in- 
ctions  (e.g.,  pneumonia)  of  mild  to  moderate  degree. 
ycoplasma  pneumoniae  (Eaton  agent,  PPLO);  In  the  treatment 

■ primary  atypical  pneumonia,  when  due  to  this  organism. 
'eponema  pallidum;  infections  due  to  this  organism. 


Corynebacterium  diphtheriae  and  Corynebacterium  mirutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishiTry;  : of 
carriers,  and  to  eradicate  the  organism  in  carriers.  In  thc 
ment  of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  ame 
only.  Extra-entericamebiasisrequirestreatmentwithotherageriib. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  non-susceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic,  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg— in  bottles  of  100  and  in  unit-dose  pack- 
ages of  100  enteric-coated  tablets.  Caution:  Federal  law  pro- 
hibits dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 


•emonstrated  bioequivalence  of  E-Mycin  taken  immediately  after  meals  or  between  meals. 
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I Time  After  Administration  of  First  Dose  (hours) 

iM  Regimen  A (after  meals)— One  250  mg  E-Mycin®  tablet  admin- 
j istered  q.i.d.  immediately  after  breakfast,  lunch,  and  dinner, 
and  at  bedtime  with  a snack. 

iM  Regimen  B (between  meals)— One  250  mg  E-Mycin  tablet 
administered  q 6h  at  least  two  hours  after  meals. 


Ad.i.d.  Drug/Food  A q 6h  Drug 

E-Mycin  Study  CS076  on  file  at  The  Upjohn  Company.  The  study 
was  performed  with  twenty-two  normal  male  adult  volunteers 
utilizing  a randomized  two-way  complete  crossover  design. 


0 statistically  significant  difference  in  area  under 
he  curve  was  observed  from  0-24  hours  or  48-72 
ours  at  the  95%  confidence  level  (p>.05). 

ie  data  clearly  demonstrate  that  E-Mycin,  when 
dministered  q.i.d.  immediately  after  meals,  pro- 
ceed average  serum  levels  equivalent  to  those 
otained  when  the  drug  was  administered  q 6h  at 
ast  two  hours  after  meals. 


E-Mycin‘ 

erythromycin  enteric-coated  table ' , onn 

250  mg 

Formulated  for  quality. . .prir-  d for  economy 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001,  U.S.A. 
© 1975  The  Upjohn  Company  med  s 7 s 


VISU/IL  FOCUS 
ON 

/1CUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 


The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 


joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 


THEmPEUTIC  FOCUS 

ON 

CAPSULES,  25  mg  and  50  mg 


(INDtMEf HACIN  MSB) 


helps  relieve  pain 
and  Other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


INDOCiN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  M5D 

highly  effective  in  relieving  pain  and  in  merck 

reducing  fever,  swelling,  and  tenderness.  dohme 

For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


Facts  about 
Scintiphotography 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  \A/ith 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


INDOCir 
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helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactions,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  150-200  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to,  and  observations  of,  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers;  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 
Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  Is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about 
engaging  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the  acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  iNC;  West  Point,  Pa.  1 9486  - - « — » 

MSD 


Experts  agree:  when  it 
cotmes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  Donnager"-PG  really 
teipw  their  stuff! 


For  diarrhea 

Doniia^H^iCv 

Donnogel  with  paregoric  equivalent 

Each  30  cc  contatns: 

Kaoitn  6 0 g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg 

Atropine  sulfate  0.0194  mg. 

Hyoscine 

hydrobromide  0,0065  mg. 

Powdered  opium,  USP  24  0 mg. 

Sodium  benzoate  60.0  mg. 


Alcohol,  5% 

Now  with  child-proof  closure' 


A H Robins  Company 
Richmond,  Virginia  23220 


THE  IP  RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  system- 
ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid. 
This  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

★formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSIN® 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Alcohol,  3.5% 


For  severe  coughs 

ROBITUSSIN  A-C^  (2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 1 00  mg 

Codeine  Phosphate,  DSP 10.0  mg 


(warning:  may  be  habit  forming] 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  controi 

ROBITUSSIN-BM^ 


Decongests  nasal  passages  and  sinus 
openings  as  it  heips  relieve  coughs 

ROBITUSSIN-PE^ 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Pseudoephedrine**  Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


**Formerly  contained  Phenylephrine  Hydrochloride  1 0 mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CF^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 50  mg 

Phenylpropanolamine  Hydrochloride,  NF 12.5  mg 

Dextromethorphan  Hydrobromide,  NF 10  mg 

Alcohol,  1 .4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Dextromethorphan  Hydrobromide,  NF 1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A.  H 


Robins  Company,  Richmond,  Va.  23220 


For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives. . . accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available . To  order  your  print  suitable  for  framing,  write  “Robitussin  Clear-Tract  Engine  # 1”  on  your  Rx  pad 
and  mail  to  “Vintage  Locomotives,”  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 
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Ampoules,  equivalent  to  250  mg.,  500 
mg.,  1 Cm.,  and  10  Cm,  of  cefazolin 
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They  Learn 
Too  Late 


A HE  REMARKS  OF  DR.  Kenneth  Sawyer  in  the 
December  issue  of  Colorado  Medicine  deserve 
the  wider  distribution  of  this  regional  journal. 
Although  the  author  is  from  Colorado,  as  a 
Trustee  of  the  American  Medical  Association  he 

is  a leader  and  represen- 
tative of  the  entire 
Rocky  Mountain  area. 
The  editorial  follows: 
Secretaries  of  Health, 
Education  and  Welfare  sometimes  “get 
religion”  on  the  question  of  federal  intervention 
in  health.  Appearing  on  prestigious  secular 
pulpits  or  in  print,  they  suddenly  come  forth 
with  viewpoints  that  sound  remarkably  like  our 
own.  Unfortunately,  their  conversion  occurs 
after  it  has  a practical  use  . . . and  after  they 
have  done  the  opposite  of  what  they  suddenly 
are  preaching. 

Casper  W.  Weinberger  uttered  these  fine 
words:  “We  are  creating  a massive  welfare  state 
that  has  intruded  into  the  lives  and  personal  af- 
fairs of  our  citizens.  The  entire  human-re- 
sources  field  is  under  the  lash  of  federal 
law — ^doctor,  hospital,  teacher,  college 
president,  student,  voluntary  agency,  city  hall, 
and  state  capitol.”  He  went  on  to  say  that  “all  of 
these  are  subject  to  the  steadily  increasing  intru- 
sion of  the  Congress,  which  requires  that  drastic 
and  often  unnecessary  regulations  be  adopted  by 
the  executive  branch.”  Fine  words.  But  Mr. 
Weinberger  spoke  them  just  as  he  was  vacating 
the  secretaryship.  Beforehand  he  had  issued  the 
Utilization  Review,  Maximum  Allowable  (Drug) 
Cost, — and  other  regulations  that  apparently 
exceed  the  intent  of  Congress,  plus  a Forward 
Plan  for  Health — all  of  which  would  bring  the 


doctor  more  fully  “under  the  lash  of  federal 
law,”  to  use  his  phrase. 

Elliot  L.  Richardson,  in  his  memorable  Shat- 
tuck  Lecture  to  the  Massachusetts  Medical 
Society  in  1974,  said:  “The  advent  of  substantial 
federal  governmental  intervention  in  health 
must,  as  a practical  matter,  be  viewed  as  a har- 
binger of  bureaucratic  borror.”  But  by  that  time 
he  was  gone  from  the  secretaryship  of  HEW. 

Now  the  youthful  F.  David  Mathews  is  in  the 
captain’s  chair  at  HEW,  and  his  position  on 
health  matters  apparently  is  not  crystallized. 
Perhaps  we  should  remind  him,  early  on,  of  the 
adage,  “Too  soon  old  and  too  late  smart.”  While 
hopeful  that  Mr.  Mathews  will  not  be  “too  late 
smart,”  we  cannot  place  our  entire  faith  in  HEW 
secretaries.  We  have  to  look  for  change  in  the 
federal  regulative  process  itself,  not  merely  in 
the  men  who  have  charge  of  it. 

Hence,  the  AMA  is  backing  legislation  that 
would  amend  the  Administrative  Procedure  Act. 
H.  R.  10301  would  require  a minimum  of  sixty 
days  for  comment  on  proposed  regulations,  keep 
a final  regulation  from  being  published  until  it 
first  met  the  requirements  of  a proposed  rule,  re- 
quire “interpretative  rules”  and  “general 
statements  of  policy,”  which  can  be  highly  sub- 
stantive, to  go  through  the  same  procedures  as 
other  regulations,  and  so  forth.  We  regard  the 
present  time  limit  for  comment,  usually  thirty 
days,  as  terribly  inadequate. 

Sudden,  arbitrary  regulations  are 
“bureaucratic  horror”  in  the  extreme,  to  repeat 
Mr.  Richardson’s  phrase.  And  instead  of  talking 
about  it  ex  post  facto,  as  he  did,  we’re  eager  to 
do  something  about  it  now. 

Kenneth  C.  Sawyer,  MD.  Denver 
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TT HE  PREDICTIONS  ARE  that  in  1976  there  will  be 
more  of  the  same  problems  of  1975 — continuing 
world  tensions,  recession,  inflation,  energy 
shortage,  and  the  rest.  The  professional  lia- 
bility crisis  is  no  exception — it  will  be  with  us 

again  this  year.  Unbe- 
lievable increase  in 
premiums  and  decreas- 
ing availability  of  cover- 
age are  a certainty.  No 
one  has  found  a satisfactory  solution.  Work  stop- 
page, as  in  California,  is  not  the  answer  except 
that  it  emphasizes  to  the  people  the  seriousness 
of  the  problem,  and  obviously  quitting  work  is 
the  only  alternative  for  the  physician  who  can- 
not pay  the  premium. 

Legislation  is  part  of  the  answer,  but  not  the 
major  part.  There  are  laws  which  will  help  to 
stabilize  the  situation,  and  some  of  these  are  in 
effect  in  some  states  and  in  process  in  the 
legislature  in  others.  But  there  seems  to  be  no 
legislation  which  will  make  professional  liability 
commercially  attractive  to  the  insurance  in- 
dustry or  its  conglomerate  ownership.  There  are 
laws  which  make  liability  insurance  available, 
as  through  joint  underwriting  associations,  but 
there  are  not  laws  which  make  the  premium 
acceptable.  Legislation  which  increases  the 
effectiveness  of  physicians  in  policing  ourselves 
is  definitely  helpful  in  reducing  the  potential  for 
suits. 

Every  day  it  becomes  more  apparent  that  we 
are  going  to  have  to  find  our  own  solution,  and 
mostly  by  ourselves.  No  one  is  going  to  do  it  for 
us,  except  perhaps  the  federal  government,  if  we 
wish  to  give  up  the  fight  against  socialized 


medicine.  At  the  moment  a promising  approach 
is  self-insurance.  Historically  the  earliest  forms 
of  insurance  were  mutual  associations  of  in- 
dividuals with  similar  and  common  problems 
joined  to  protect  each  other  without  a profit 
motive.  A number  of  state  societies,  including 
New  Mexico  of  our  Rocky  Mountain  area,  are 
studying  or  embarking  on  captive  insurance 
programs.  A year  ago  the  AM  A began  formation 
of  a re-insurance  program  which  should  soon  be 
available  to  support  state  and  regional  self- 
insurance  organizations. 

The  peer  surveillance  and  peer  regulation 
that  will  go  along  with  a mutual  protective 
association  will  be  burdensome  to  all  physicians, 
will  be  disagreeable  to  some,  and  will  be  un- 
acceptable to  a few.  There  is  danger  of  prejudice 
and  abuse  in  operation  of  a captive  program,  but 
there  can  be  adequate  safeguards  for  this  poten- 
tial hazard.  An  initial  capital  investment  will  be 
necessary  from  those  to  be  insured,  but  it 
appears  that  in  the  usual  instance,  an  invest- 
ment in  the  range  of  the  present  yearly  premium 
to  present  carrier  would  produce  this  financial 
outlay. 

Yes,  we  realize  that  there  is  no  easy  answer  to 
the  liability  crisis.  But  neither  are  there  pat 
solutions  for  the  energy  crisis,  for  inflation,  or  for 
many  of  our  other  national  problems. 
Nevertheless,  we  are  confident  that  there  is  a 
way.  The  way  will  take  effort,  courage,  and  un- 
selfishness. Business  as  usual  in  medicine  or  in 
America  will  surely  result  in  failure.  In  1976  we 
shall  need  the  courage,  the  sacrifice,  and  the 
faith  which  our  ancestors  displayed  in  1776. 
Most  of  all  we  need  faith — faith  in  God  and 
Country — and  WORK. 


Our  Problem 
Moves  Into  *76 


OUR  COVER 

A still  windmill  is  a non-productive  windmill.  A recent  estimate  sets  the 
number  of  windmills  across  the  land  at  175,000,  half  of  which  are  considered  to 
be  functioning,  or  capable  of  being  returned  to  good  repair.  This  Aeromotor 
special  was  seen  in  the  San  Luis  Valley  by  Bill  Begalke  of  the  Colorado  Founda- 
tion for  Medical  Care,  and  photographed  as  an  example  of  an  ancient  medium  of 
energy-gathering  that  is  returning  in  a surprising  renaissance.  At  New  Mexico 
State  University  in  Las  Cruces  it  is  possible  to  study  windmilling.  And  as  the 
bicentennial  year  starts,  it  is  a good  symbol  to  consider:  let’s  get  all  our  wind- 
mills, all  our  energies  flowing  for  mutual  benefit.  Credit:  Bill  Begalke. 
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Surgery  of  the  upper  extremity 

in  rheumatoid  arthritis 


Donald  C.  Ferlic,  MD  and  Mack  L.  Clayton,  MD,  Denver 


The  patient  with  rheumatoid  arthritis 
requiring  surgery  presents  some  unique 
problems.  The  pathology,  with  its 
synovitis  leading  to  joint  destruction 
and  ruptured  tendons,  presents  a challenge 
to  the  surgeon.  We  shall  present  some 
of  these  problems  encountered  in  the 
upper  extremity  and  the  results  that  have 
been  obtained  in  dealing  with  them,  as 
well  as  our  recommendations  for  handling 
a specific  problem. 


Shoulder 

There  is  a great  amount  of  literature  on  rheu- 
matoid arthritis,  but  there  is  little  discussion 
about  surgery  to  the  shoulder.  The  reason  is  not 
that  the  shoulder  is  not  affected  in  rheumatoid 
arthritis  but  that  conservative  treatment,  con- 
sisting of  range  of  motion  exercises,  occasional 
injection  of  steroid,  ice,  and  other  physical 
therapy  modalities  is  generally  effective.  Also, 
normal  scapulothoracic  motion  will  often  com- 
pensate for  stiff  and  painful  shoulder  joints  if 
the  elbow  is  not  significantly  affected.  Surgery  is 
indicated  when  pain  is  increasing  or  function  is 
decreasing  in  spite  of  intensive  conservative 
treatment,  in  patients  who  are  unable  to  bypass 
glenohumeral  function.  We  have  performed 
twenty-four  shoulder  operations  in  twenty-three 
patients  with  rheumatoid  arthritis  and  have 
made  conclusions  and  recommendations  from  a 
review  of  our  patients  and  from  a review  of  the 
literature.  Surgery  in  this  group  includes  various 
operations,  such  as  excision  of  bursa,  synovec- 
tomy, resecting  the  distal  clavicle,  acromionec- 


tomy,  in  addition  to  Neer  replacement 
prosthesis  in  eleven  patients,  and  a Clayton  type 
of  total  shoulder  in  two  patients. 

Of  the  twenty-four  patients,  all  but  one  had 
significant  relief  of  pain,  fifteen  had  an  increase 
in  motion,  no  patient  had  a decrease  in  motion, 
no  patient  was  made  worse  by  surgery,  and  only 
one  patient  was  not  helped  by  surgery.  Our 
recommendation,  therefore,  is  that  surgery  of 
the  shoulder  should  be  considered  more  often  in 
the  patient  with  rheumatoid  arthritis  if  conser- 
vative treatment  fails  to  alleviate  pain.  Limited 
problems  such  as  pain  in  the  acromioclavicular 
joint  or  subacromial  pain  respond  well  to  limited 
surgery  such  as  resection  of  the  distal  end  of  the 
clavicle  or  partial  acromionectomy.  More  severe 
problems  with  glenohumeral  joint  destruction 
and  with  an  intact  rotator  cuff  respond  well  to 
replacement  prosthesis  to  the  articular  surface 
of  the  humerus  (Fig  2).  In  the  patient  with  the 
most  severe  problems  with  severe  joint 
degeneration  and  a large  tear  in  the  rotator  cuff, 
replacement  prosthesis  and  the  subacromial 
polyethylene  spacer  (of  Clayton)  is  indicated 
and  has  given  good  results. 

Elbow 

The  elbow  is  frequently  involved  in 
rheumatoid  arthritis.  In  one  series  two-thirds  of 
patients  with  rheumatoid  arthritis  admitted  to 
the  hospital  had  involvement  of  the  elbow.®  It  is 
noted,  however,  that  elbow  problems  come  late 
in  the  disease.  This  late  appearance  is  because 
the  onset  of  elbow  symptoms  generally  is  in- 
sidious and  because  the  patients  are  unaware  of 
disabilities  until  destruction  is  advanced  since 
gravity  aids  in  maintaining  extension  and  ac- 
tivities of  daily  living  help  in  maintaining  flex- 
ion. Also,  the  patient  is  not  aware  of  elbow 
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Fig.  I.  F^eoperative  x-ray  of  the  shoulder  showing  destruc- 
tion by  rheumatoid  arthritis. 


Fig.  2.  Postoperative  x-ray  with  Neer  prosthesis  inserted, 
with  patient’s  hand  by  her  side. 


problems  until  shoulder  motion  and  wrist  mo- 
tion also  become  disabling. 

Local  problems  about  the  elbow  such  as 
bursa  and  rheumatoid  nodules  sometimes  need 
to  be  excised  because  of  tenderness  and  ul- 
ceration. Apparent  hand  problems  are  some- 
times a result  of  elbow  disabilities  such  as 
limitation  of  rotation  of  the  wrist  and  ruptured 
tendons  being  mimicked  by  nerve  palsies  at  the 
elbow. 

With  milder  elbow  problems  (American 
Rheumatism  Assocation  Late  Stage  II  to  Early 
Stage  LI),  including  synovitis,  mild  limitation 
of  motion  and  pain  in  the  elbow,  synovectomy 
and  resection  of  the  radial  head  through  a lateral 
incision  has  been  a reliable  approach.  We  have 
performed  forty-three  elbow  synovectomies  of 
this  type  and  have  consistently  been  pleased 
with  the  results. 

For  patients  with  more  advanced  disease 
(Late  Stage  III  or  IV)  with  marked  destruction 
or  ankylosis  in  an  unsatisfactory  position,  or  for 
patients  where  synovectomy  has  failed,  we  have 
performed  a fascial  arthroplasty.  After  an 
appropriate  amount  of  bone  resection  and 
debridement,  this  has  given  excellent  results  in 
the  five  rheumatoid  patients  who  have  had  this 
procedure,  and  we  continue  to  recommend  it. 
The  place  of  the  total  elbow  is  uncertain.  Our 
two  rheumatoid  patients  with  a GSB  hinge  type 
total  elbow  have  had  excellent  results,  and  one  is 
now  three  years  postpoerative  (Fig.  3,  A&B). 

Our  conclusions  and  recommendations 
therefore  are  that  onset  of  elbow  symptoms 
usually  comes  late  in  the  disease.  Local 
problems  often  need  local  attention.  Wrist  and 
hand  problems  are  sometimes  the  result  of  elbow 


pathology  and  the  elbow  must  be  examined  in 
all  cases  of  hand  pathology.  Synovectomy  and 
radial  head  excision  consistently  give  good 
results.  Fascial  arthroplasty  has  a place  in  the 
more  severely  involved  rheumatoid  elbows,  and 
the  total  elbow  is  uncertain  but  seems  to  be 
promising  in  the  markedly  involved  rheumatoid 
patient. 

Wrist 

The  wrist  is  the  key  joint  of  the  upper 
extremity  and  wrist  stability  without  pain  is 
necessary  for  proper  function  of  the  hand.  As  in 
all  other  joints  involved  with  rheumatoid 
arthritis,  good  medical  management  is 
necessary  for  the  control  of  pain.  This  consists  of 
occasional  injection  of  local  steroids,  physical 
therapy,  and  splinting.  Indications  for  surgery 
are  progressive  pain  and  deformity  in  the  joints 
and  significant  synovial  disease  in  the  tendons 
in  spite  of  good  medical  management. 

Tenosynovitis  on  the  flexor  side  of  the  wrist 
will  often  result  in  a carpal  tunnel  syndrome, 
and  pain  interpreted  as  arthritic  pain  in  the 
hand  may  be  a result  of  compression  of  the  me- 
dian nerve  at  the  wrist.  Triggering  of  the  fingers 
can  be  caused  by  locking  at  the  wrist  level,  and 
rupture  of  the  flexor  tendons  can  also  occur. 

Dorsal  tenosynovitis  is  a more  frequent 
problem  than  the  flexor  complications,  and  we 
recommend  early  surgery  to  prevent  tendon 
damage.  Extensor  tendon  rupture  can  occur 
from  (1)  bony  erosion  of  the  distal  ulna  or  from 
the  irregular  carpal  bones,  (2)  compression  of 
the  dorsal  carpal  ligament,  (3)  direct 
rheumatoid  invasion  of  the  tendons,  and  (4) 
local  steroid  injections  into  the  tendons.  Exten- 
sor tendon  rupture  at  the  wrist  is  a frequent 
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Fig.  3,  A&B.  Three  years  postoperative  x-ray  of  a total  elbow  showing  the  range  of  flexion  and  extension. 


problem,  and  we  have  followed  62  patients  with 
173  ruptured  extensor  tendons  indicating  that 
rupture  is  not  just  an  academic  issue  but  an  im- 
portant problem  of  large  magnitude  (Fig.  4). 
The  tendon  most  frequently  ruptured  is  the  ex- 
tensor tendon  to  the  little  finger  followed  by  the 
ring  finger  and  then  the  long  extensor  to  the 
thumb.  Tendons  can  rupture,  even  though  by 
x-ray  the  wrist  is  not  severely  affected.  Ruptured 
tendons  can  be  surgically  repaired  but  the  func- 
tion is  not  nearly  as  good  as  the  tendons  which 
have  been  prevented  from  rupturing  in  the  first 
place.  We  therefore  recommend  early  surgery  to 
the  dorsum  of  the  wrist  which  consists  of  resec- 
tion of  the  distal  ulna,  wrist  synovectomy, 
tenosynovectomy,  and  transposition  of  the  dor- 
sal carpal  ligament  beneath  the  extensor  ten- 
dons. In  183  patients  who  have  had  this  surgery, 
only  one  has  subsequently  ruptured  a tendon. 

Being  the  key  joint  of  the  upper  extremity, 
the  wrist  has  an  important  effect  on  ulnar  devia- 
tion of  the  fingers,  for  which  many  causes  have 


been  proposed.  Severe  radial  deviation  of  the 
wrist  can  be  the  cause  of  ulnar  deviation,  and  we 
recommend  transferring  the  extensor  capi 
radialis  longus  to  the  extensor  carpi  ulnaris  if 
the  patient  is  unable  to  actively  ulnar  deviate 
the  wrist^. 

In  a more  severely  involved  wrist  which  has 
ankylosed  in  marked  flexion,  or  if  there  is 
marked  instability  or  rupture  of  all  the  extensor 
wrist  tendons,  or  with  marked  pain  in  using 
crutches,  we  believe  that  wrist  function  is  in- 
dicated. There  have  been  generally  found  good 
results  in  a high  percent  of  the  twenty-five  wrists 
we  have  fused.  The  state  of  the  total  wrist  is  un- 
certain in  the  rheumatoid  patient  but  seems  to 
be  promising. 

Our  conclusions  and  summary,  therefore,  are 
that  aggressive  treatment  and  early  surgery  is 
recommended  to  the  wrist  to  prevent  further 
destruction  of  the  joint  and  rupture  of  the  ten- 
dons. Ruptured  extensor  tendons  can  be 
reconstructed  satisfactorily,  but  they  do  not 
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Fig.  4.  The  hand  of  a patient  with  rheumatoid  rupture  of  the 
extensor  tendons  to  the  little  and  ring  fingers. 


work  nearly  as  well  as  the  normal  tendons.  Wrist 
fusion  is  effective  in  the  patient  who  has  severe 
destruction. 

Hand 

Synovitis  leading  to  subluxation  and  ulnar 
deviation,  with  limitation  of  function  and  reduc- 
tion of  strength,  is  an  all  too  common  problem  in 
the  hand  of  a patient  with  rheumatoid  arthritis. 
These  deformities  are  pathognomonic  of  the  dis- 
ease, and  coupled  with  rheumatoid  deformities 
of  a thumb  may  render  a hand  almost  useless. 

In  the  hand  with  mild  synovitis  without  fixed 
deformities,  physical  therapy  instruction, 
elimination  of  deforming  forces,  such  as  im- 
proper cutting  of  food  and  certain  hand 
postures,  may  postpone  deformities.  In  this  type 
of  hand  there  is  a place  for  synovectomy  in  the 
metacarpophalangeal  joints,  both  chemical, 
with  thiotepa  injections  as  well  as  surgical  and 
these  procedures  continue  to  be  performed.  In 
the  hand  with  marked  deformities  silicone 
arthroplasty  has  proven  to  be  effective  (Figs.  5, 
6).  In  order  to  obtain  a satisfactory  result  with 
this  procedure,  it  is  necessary  to  release  con- 
tracted intrinsic  tendons,  release  or  tighten  the 
collateral  ligaments  and  to  centralize  the  exten- 
sor mechanism.  We  have  followed  our  group  of 
forty-five  patients  with  162  metacar- 
pophalangeal silicone  prostheses  of  the  Swanson 
type  for  an  average  of  thirty-eight  months,  and 
we  have  been  pleased  with  the  results.  We  have 
noted'*,  however,  a ten  per  cent  fracture  rate  of 
these  implants,  but  this  complication  has  not 
necessarily  resulted  in  loss  of  correction.  The 
new  high  performance  silicone  elastomer  is 
reported  to  be  considerably  stronger  without 
sacrificing  the  desirable  properties,  and  should 


Fig.  5.  Fhreoperative  x-ray  of  a hand  with  marked  destruc- 
tion upon  which  silicone  metacarpophalangeal 
arthroplasties  have  been  performed. 


result  in  a decrease  in  the  complication  rate. 
Two  hands  in  which  the  articulated  high  density 
polyethylene-metal  prosthesis  was  used  are  con- 
sidered excellent  results  in  our  short  term 
followup. 

The  thumb  also  presents  a characteristic 
deformity,  usually  the  collapse  type,  with  flex- 
ion of  the  metacarpophalangeal  joint  and  exten- 
sion of  the  interphalangeal  joint  (Fig.  7).  This 
results  in  lack  of  stability  and  a decrease  in 
strength.  In  the  earlier  deformity,  arthrodesis  of 
either  the  metacarpophalanageal  or  in- 
terphalangeal joint  is  quite  effective  in  controll- 
ing both  these  joints,  as  we  have  not  found  syn- 
ovectomy and  arthroplasty  to  stand  up  against 
the  force  necessary  to  keep  good  function  of  the 
thumb.  With  severe  destruction  of  these  joints, 
coupled  with  trapezium-metacarpal  destruc- 
tion, tendon  rupture  and  contracture  of  the  first 
web  space,  the  problem  becomes  more  com- 
plicated and  may  need  fusion  of  the  distal  two 
joints  and  a silicone  arthroplasty  of  the 
trapezium  with  release  of  the  contracted  first 
metacarpal. 


18 


Rocky  Mountain  Medical  Journal 


Fig.  6.  Postoperative  x-ray  illustrating  alignment  and 
reduction  of  deformities. 


In  summary,  we  have  found  that  synovec- 
tomy of  the  finger  metacarpophalangeal  joints, 
and  education  on  the  proper  use  of  the  hand, 
may  save  the  fingers  from  severe  destruction.  If 
these  joints  are  deformed,  silicone  arthroplasty 


Fig.  7.  Characteristic  deformities  of  the  rheumatoid  thumb. 


has  been  effective  in  reducing  deformity  and  in- 
creasing function.  The  rheumatoid  thumb 
usually  can  be  improved  by  metacar- 
pophalangeal or  interphalangeal  fusion.  • 
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Electrical  injuries  of  the  upper  extremity 


Michael  D.  Barnard,  MD  and  John  A.  Boswick  Jr.,  MD,  Denver* 


Because  of  the  potency  of  etiologic 
agents  in  electrical  injuries  to  the 
hands  and  the  destructive  injuries 
they  cause,  major  differences  between 
treatment  of  thermal  burns  and 
electrical  burns  are  noted,  and 
treatment  is  reviewed. 


From  September  1972  through  September  1975, 
the  Hand  Surgical  Service  at  the  University  of 
Colorado  Medical  Center  treated  fifteen 
patients  with  electrical  injuries  to  the  upper  ex- 
tremities. These  cases  prompted  a review  of  the 
literature  on  the  care  of  electrical  injuries,  es- 
pecially of  the  arms,  forearms  and  hands.  The 
number  of  such  accidents  each  year  makes  it  im- 
portant that  the  nature  of  such  injuries  and  their 
treatment  be  understood  by  surgeons, 
therapists,  nurses  and  others  concerned  with  in- 
juries to  the  upper  extremities.  Electrical  in- 
juries occur  on  the  hands  more  commonly  than 
any  other  part  of  the  body,  since  the  patient  is 
often  holding  something  conductive  when  such 
accidents  occur. 

Electrical  injuries  have  similarities  to  ther- 
mal burns,  and  some  aspects  of  their  treatment 
are  almost  parallel.  They  do,  however,  differ  in 
some  major  respects:  (1)  The  etiologic  agent  is 
potentially  more  destructive,  and  (2)  the  effect 
of  the  injury  usually  extends  deeper  into  the 
tissues  causing  coagulation  necrosis  and 
possibly  remote  vascular  damage®.  Certain 
problems  associated  with  electrical  injuries  are 
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unique  to  this  form  of  injury.  These  include  (1) 
destruction  of  superficial  and  deep  structures 
secondary  to  intense  heat — as  much  as  2500°- 
3000°  C.,  (2)  progressive  ischemia  of  tissues,  (3) 
gangrene,  secondary  to  destruction  and/or 
thrombosis  of  blood  vessels,  and  (4)  severe 
hemorrhage  and  fluid  loss. 

Pathophysiology 

When  a patient  sustains  an  electrical  injury, 
the  amount  of  tissue  damage  is  dependent  on 
several  interrelated  factors.  The  primary  factor 
is  the  voltage  of  the  electricity.  Line  voltage  is 
described  as  low  tension  if  it  is  1,000  volts  or  less, 
and  high  tension  if  greater  than  1,000  volts.  Low 
tension  electrical  injuries  usually  result  in  less 
tissue  damage.  Types  of  low  voltage  injury  are 
(1)  flash  injuries  where  the  source  is  adjacent  to 
the  extremity,  but  not  in  contact  (flash  injuries 
rarely  cause  full  thickness  burns)  and  (2)  con- 
tact injury,  where  due  to  the  low  voltage, 
coagulation  necrosis  is  usually  limited  to  the  im- 
mediate vicinity  of  contact.  High  voltage  injury, 
on  the  other  hand,  consists  of  two  major  types 
and  a myriad  of  ramifications:  (1)  Flash,  where 
the  amount  of  tissue  damage  is  usually  more  ex- 
tensive than  low  voltage  flash  because  of  the 
greater  amount  of  heat  generated;  and  (2)  Arcing 
or  contact  burns,  of  which  there  are  three  sub- 
types: 

(A)  Punctuate — These  occur  at  the  entrance  or  exit 
wound,  are  usually  charred,  and  may  be  multiple,  as 
in  sparking  injuries. 

(B)  Extensive — Where  the  area  involved  is  larger,  with 
more  damage  to  skin  and  deep  structures.  Such 
wounds  may  have  large  areas  of  marginally  viable 
tissue  where  coagulation  necrosis  is  spotty. 

(C)  Extensive  with  vascular  impairment.  These  may  oc- 
cur due  to  prolonged  contact  with  the  etiological 
agent.  If  the  current  is  sufficient,  a short  contact 
may  cause  and/or  lead  to  gangrene  of  the  extremity. 
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Fig.  1.  Patient  of  Case  1 demonstrating  below  elbow  am- 
putations with  split  thickness  skin  grafts.  Elbows  show 
almost  full  extension.  If  this  patient  had  been  treated  more 
aggressively,  above  elbow  amputation  would  have  resulted. 


Fig.  2.  Same  patient  showing  active  elbow  flexion  with 
prominent  biceps  brachii  function. 


A second  factor  in  determining  the  amount  of 
tissue  damage  is  duration  of  contact,  because 
damage  is  done  by  heating  of  tissues.  A third 
factor  is  resistance.  Resistance  at  the  point  of 
contact  and  at  the  point  of  grounding  is  impor- 
tant in  determining  tissue  damage.  Moist  skin 
provides  a resistance  of  1,000  ohms;  a well- 
calloused,  dry  palm  may  provide  resistance  of 
up  to  1,000,000  ohms^. 

The  pathway  which  the  electrical  current 
takes  through  the  body  is  also  important. 
Various  tissues  provide  different  resistances  to 
current  flow,  and  the  electricity  seeks  the  path 
of  the  least  resistance,  frequently  causing  exten- 
sive internal  damage.  The  resistance  offered  by 
various  body  tissues  in  order  of  ascending 
magnitude  is  nerve,  muscle,  skin,  tendon,  fat, 
bone.  If  vital  organs  are  in  the  pathway  of  dis- 
sipating current,  a shorter  duration  of  small 
voltage  may  prove  to  be  serious.  The  type  of 
current,  alternating  or  direct,  is  also  important. 
Alternating  current  of  a given  intensity  is  more 
destructive  than  direct  current  of  the  same  in- 
tensity because  it  causes  tetanic  muscular  con- 
traction often  involving  the  flexors  to  the  hand 
and  fingers,  thus  producing  a firmer  grip 
resulting  in  an  increased  duration  of  contact. 
Other  factors  contributing  to  the  amount  of 
tissue  destruction  are  the  amperage  of  the 
electrical  stimulus  and  the  susceptibility  of  the 
individual  involved.  The  more  severe  tissue 
damage  is  often  at  the  point  of  entrance  and  exit 
from  the  body  due  to  a greater  amount  of  current 
and  higher  temperatures  at  these  points  from 
arcing. 


Severe  electrical  injuries  will  usually  consist 
of  four  fairly  distinct  areas.  In  the  hand,  the 
damage  caused  in  each  of  these  areas  is  more 
severe  than  most  parts  of  the  body,  because  of 
the  close  proximity  and  compactness  of  impor- 
tant structures.  An  electrical  injury  which  is 
small  on  the  surface  can  be  devastating  by 
destruction  of  tendons  and  nerves. 

The  first  zone  of  tissue  damage  is  the  central 
area  of  charred  tissue  which  represents  complete 
tissue  necrosis  secondary  to  extreme  heat,  and 
where  high  voltage  sparking  has  superimposed 
thermal  injury  on  electrical  destruction.  The 
second  and  surrounding  zone  is  that  of  necrotic, 
but  uncharred  tissue,  which  is  grayish  in  color 
and  may  extend  into  the  deeper  tissues.  There  is 
no  viable  tissue  in  either  of  the  first  two  zones. 
The  next  zone  presents  a problem  at  inital 
evaluation  or  treatment  in  that  the  tissues  may 
or  may  not  retain  their  viability.  The  final  zone 
of  tissue  damage,  and  the  most  peripheral  to  the 
point  of  contact,  is  the  zone  of  vessel  thrombosis. 
Because  of  the  low  resistance  of  blood  and 
vessels  to  the  flow  of  electricity,  destruction  of 
vessel  walls  and  thrombosis  may  occur  at  great 
distances  from  the  wound  of  entrance  or  exit. 
Often  the  major  vessels  of  the  arm  or  forearm 
will  thrombose  despite  apparently  healthy  sur- 
rounding tissues,  and  this  is  a complication 
which  must  be  carefully  anticipated  in  an 
electrical  injury  of  the  upper  extremity.  There  is 
always  some  early  evidence  of  circulatory  com- 
promise in  cases  that  go  on  to  gangrene.^ 

In  addition  to  the  primary  wound  caused  by 
entrance  of  an  electrical  current,  further  d^^mage 
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Fig.  3.  Same  patient  wearing  bilateral  below  elbow 
prostheses  with  excellent  functional  ability.  Had  above 
elbow  amputations  been  performed  as  originally  con- 
templated, patient  would  have  sacrified  this  function  for 
more  cumbersome  above  elbow  prostheses. 

often  is  caused  by  high  voltage  electricity  arcing 
across  flexor  creases  causing  secondary  injuries 
on  the  flexor  surfaces  of  the  wrist,  elbow  and 
shoulder. 

Management 

The  management  of  electrical  injuries  of  the 
upper  extremity  differs  from  the  treatment  of 
thermal  burns  primarily  in  that  the  extent  and 
depth  of  the  injury  is  more  difficult  to  determine 
early  after  injury.  Treatment  of  the  electrical  in- 
jury itself,  as  with  thermal  burns  of  the  hand,  is 
directed  at  the  prevention  of  deformities  and 
loss  of  function.  Treatment  must  be  in- 
dividualized, and  the  two  general  categories  of 
surgical  treatment  will  be  discussed. 

Deformities,  other  than  loss  of  parts  at  the 
time  of  injury,  are  to  a great  extent  preventable. 
They  may  be  caused  by  a number  of  factors, 
each  of  which  may  be  influenced  or  controlled. 
The  first  major  cause  of  deformity  in  the  hand  is 
persistent  edema  due  to  exudate,  altered 
capillary  permeability  or  the  release  of  vaso- 
active amines,  and  later,  synthesis  of  fibrous 
proteins  which  incarcerate  soft  tissues. 
Elevation,  pressure  dressings,  early  active 
motion,  and  splinting  can  minimize  this  process. 

Improper  positioning  of  the  hand  can  lead  to 
permanent  deformities.  Adoption  of  a pain-free 
position  by  the  patient,  which  is  most  frequently 
that  of  wrist  flexion,  will  initiate  many 
problems.  A volar  splint  with  the  wrist  held  in 
dorsiflexion  should  be  used  to  overcome  the 
strong  pull  of  the  flexors.  The  metacarpal- 
phalangeal  joints  should  be  held  in  about  80° 
flexion  to  maintain  collateral  ligament  length. 
The  interphalangeal  joints  should  be  main- 
tained in  almost  full  extension  to  prevent  dam- 
age to  the  central  slip,  and  the  thumb  should 


be  abducted  and  rotated.  All  joints  should  be  ac- 
tively and/or  passively  moved  as  much  as 
possible,  or  as  indicated. 

Another  cause  of  deformity  is  infection  due 
to  colonization  of  devitalized  tissues  by  normal 
body  flora  and  contaminants.  Infection  can  be 
reduced  by  avoiding  excessive  occlusive 
dressings,  by  removal  of  devitalized  tissues,  by 
the  use  of  topical  antibacterial  agents,  and 
systemic  antibiotics. 

Prolonged  immobilization  of  the  hand  and 
wrist  will  lead  to  permanent  deformity  due  to 
the  development  of  fibrous  adhesions  between 
tendons  and  surrounding  structures.  The 
collateral  ligaments  of  the  metacarpal- 
phalangeal  joints  are  normally  lax  in  the  ex- 
tended position  and  tightest  in  flexion,  so  im- 
mobilization for  prolonged  periods  in  extension 
will  shorten  the  ligaments  and  prevent  or  reduce 
motion  of  these  joints.  Moreover,  with  prolonged 
immobilization,  there  is  a tendency  for  the 
potential  spaces  in  the  hand  to  become  filled 
with  fibrous  tissue.  The  spaces  about  the  exten- 
sor tendons  become  fluid-filled  and  then 
obliterated  with  fibrous  tissue.  This  may  anchor 
the  tendons  and  displace  the  extensor 
mechanism.  The  flexor  tendons,  especially  in 
their  sheath,  will  become  surrounded  with  ex- 
udate, and  fibrous  adhesions  result.  Immobiliza- 
tion may  cause  thickening  of  the  transverse, 
metacarpal  and  other  ligaments  leading  to  loss 
of  metacarpal  mobility  in  the  ring  and  little 
fingers,  and  consequent  loss  of  the  transverse 
metacarpal  arch. 

A major  cause  of  deformity  in  the  burned 
hand  is  often  delayed  or  inadequate  skin 
coverage.  Allowing  scar  tissue  to  form  over  large 
areas  without  the  benefit  of  skin  grafting  can 
lead  to  contraction  and  deformity.  Appropriate 
skin  grafting  can  minimize  this  problem.  Proper 
adherence  to  methods  by  which  deformities  may 
be  prevented  will  make  it  easier  to  maintain 
hand  function.  It  is  difficult  to  restore  function 
to  a hand  badly  deformed  from  electrical  energy, 
after  severe  deformities  have  developed. 

There  are  two  major  schools  of  thought  con- 
cerning surgical  treatment  of  electrical  injuries 
of  the  hand. One  is  “more  conservative”  and  is 
based  on  the  difficulty  in  determining  the  extent 
and  depth  of  injury.  Debridement  of  necrotic 
tissue  is  carried  out  gradually,  frequently  requir- 
ing multiple  procedures;  and  only  what  is  felt  to 
be  definitely  devitalized  tissue  is  removed. 
Many  surgeons  prefer  this  method,  with  initial 
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decompression  of  the  extremity  by  fasciotomy 
followed  by  multiple  debridement.  Its  chief  ad- 
vantages are  (1)  greater  ability  to  diagnose 
tissue  destruction  by  frequent  debridement  and 
observation,  (2)  viable  tissue  is  not  as  likely  to 
be  removed,  and  (3)  questionably  viable  areas 
have  time  to  declare  themselves.  Its  chief  disad- 
vantage is  prolonged  hospitalization.  Conser- 
vative surgical  management  may  also  con- 
tribute to  a greater  morbidity  secondary  to  in- 
fection, contracture,  and  joint  stiffness,  if  these 
are  not  prevented  during  the  period  of  acute 
care.  Many  observers  feel,  however,  that 
progressive  and  possibly  extensive  tissue 
destruction  due  to  an  electrical  injury  may  take 
weeks  to  declare  itself  and  a hasty  assessment  of 
tissue  damage  may  be  quite  inaccurate. 

The  second  school  of  thought  believes  in 
early  excision  and  early  grafting  of  electrical  in- 
juries. This  approach  maintains  that  allowing 
slow  necrosis  with  the  possibility  of  infection, 
contracture,  and  joint  stiffness  is  hazardous. 
The  advantages  of  early  excision  with  grafting 
are  (1)  shorter  overall  course,  (2)  possibly  better 
functional  results,  (3)  avoidance  of  infection, 
and  (4)  facilitation  of  later  reconstructive  sur- 
gery. The  hospital  course  and  overall  morbidity 
are  reported  by  Peterson®  to  be  lower  than  in  the 
conservative  approach,  but  it  must  be  borne  in 
mind  that  the  loss  of  potentially  viable  or 
definitely  viable  tissue  in  early  excision  of  a 
poorly  demarcated  wound  is  irreversible,  may  be 
devastating,  and  such  tissue  can  never  be 
replaced.  Authors  advocating  early  excision 
claim  more  peripheral  demarcation  of  the 
wound  after  grafting  does  not  occur.  The  conten- 
tion is  that  marginally  viable  tissues  at  the 
periphery  are  saved  by  the  increased  vascularity 
afforded  by  immediate  flaps  or  grafting. 

CASE  REPORTS 

Case  1.  A 32-year-old  white  male  was  hang  gliding  on 
July  1,  1974  when  his  glider  struck  a power  line.  The  patient 
fell  to  the  ground  with  the  glider,  but  never  lost  con- 
sciousness. He  was  immediately  placed  in  a cold  stream  by 
friends,  and  transferred  from  Aspen  to  Colorado  General 
Hospital  the  day  of  the  injury.  Examinations  revealed 
electrical  injuries  involving  both  upper  extremities  and  both 
thighs  that  appeared  to  be  full  thickness  in  many  areas. The 
forearms  and  hands  were  markedly  edematous,  cold  and 
cyanotic.  There  were  no  pulses  palpable  distal  to  the  elbow. 
The  fingers,  wrists  and  elbows  were  rigid  and  held  flexed.  No 
upper  extremity  motion  was  elicitable  below  the  shoulders. 

On  admission,  bilateral  volar  fasciotomies  of  the 
forearms  and  hands  were  performed.  There  was  no 
postoperative  evidence  of  pulses  and  no  improvement  in 
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function.  On  July  8 bilateral  below-elbow  amputations  were 
done  and  the  wounds  were  left  open.  On  July  22  there  was 
debridement  of  extensive  amounts  of  necrotic  tissue  at  both 
elbows.  On  July  7 split  thickness  skin  graft  was  applied  to 
both  below-elbow  amputation  sites.  The  grafts  took  well  and 
there  was  no  further  evidence  of  necrosis.  Patient  was 
released  Sept.  13  (2'/2  months  post-injury),  wearing  and 
using  well  bilateral  conventional  below-elbow  prostheses. 

Case  2.  A 19-year-old  white  male  was  lifting  a power  line 
over  a truck-trailer  in  Steamboat  Springs,  Colorado,  on 
August  29,  1974  when  he  became  grounded.  He  did  not  lose 
consciousness.  The  patient  was  brought  to  Colorado  General 
Hospital  within  five  hours.  Examination  showed  electrical 
injuries  of  the  volar-ulnar  aspect  of  the  left  wrist  with  intact 
circulation  and  sensibility  in  the  fingers.  There  was  also  an 
extensive  electrical  injury  on  the  dorsal  aspect  of  his  right 
foot. 

Shortly  after  admission,  the  patient  had  a fasciotomy  of 
the  left  hand  and  forearm.  On  Sept.  11,  patient  had  debride- 
ment of  tissues,  exposing  6 cm.  of  distal  ulna  on  the  volar 
aspect  of  the  hand.  The  fasciotomy  site  was  healing  well.  On 
Sept.  16  the  necrotic  extensor  tendon  on  the  ulnar  aspect  of 
forearm  was  removed.  On  Oct.  9,  split  thickness  skin  grafts 
to  the  left  hand  and  forearm  were  applied.  On  Oct.  14,  10  cm. 
of  necrotic  distal  ulna  was  excised.  On  Oct.  30,  split  thick- 
ness grafts  were  placed  over  distal  forearm.  The  patient  was 
discharged  Nov.  22  (3  months  post-injury)  wearing  knuckle- 
bender  splint  and  outriggers  for  finger  extension.  At  that 
time  he  had  poor  metacarpal  phalangeal  flexion  and  poor 
finger  extension.  His  passive  hand  range  of  motion  had  im- 
proved. Electrical  stimulation  studies  disclosed  no  intrinsic 
function.  The  wounds  of  the  foot  were  closed.  Subsequently, 
an  abdominal  flap  was  attached  to  the  wrist  and  a nerve 
graft  performed. 

Case  3.  A 25-year-old  white  male,  on  Sept.  17,  1974,  in- 
jected methamphetamine  intravenously,  then  ran  along  the 
roof  of  a barn  from  which  he  fell,  catching  a high  tension  wire 
with  his  right  hand  during  descent.  The  patient  was  uncon- 
scious at  the  scene  and  had  antegrade  amnesia.  Initial  ex- 
amination revealed  an  entrance  wound  on  the  volar  surface 
of  the  right  hand  and  exit  wound  over  the  glans  penis  and 
right  thigh.  The  right  upper  extremity  was  markedly 
edematous  with  no  sensibility  distal  to  the  elbow.  A faint 
radial  pulse  was  present,  the  ulnar  pulse  was  absent.  The 
right  hand  had  a deep  electrical  injury.  There  was  no  volun- 
tary motion  below  the  elbow. 

After  admission,  immediate  volar  fasciotomy  of  right 
forearm,  wrist,  hand  and  arm  was  performed.  Radial  and  ul- 
nar arteris  had  good  pulses.  Superficial  finger  flexors 
thought  to  be  non-viable,  were  subsequently  debrided  on 
Sept.  22,  at  which  time  the  median  nerve  became  exposed. 
There  were  four  subsequent  debridements.  On  Oct.  9.  split 
thickness  skin  grafts  were  applied  to  right  arm  and  proximal 
half  of  forearm;  the  median  nerve  was  excised  in  the  distal 
forearm.  The  distal  forearm  had  a split  thickness  skin  graft 
on  Oct  14.  On  Oct.  28,  electromyography  and  nerve  conduc- 
tion studies  showed  heavy  denervation  potentials  and  no 
voluntary  motion  in  all  muscles  of  forearm  and  hand. 
There  was  complete  radial  and  ulnar  denervation  to  the 
elbow.  On  Oct.  31,  heterografts  were  applied  to  open  areas. 
The  patient  was  discharged  1 ''2  months  post-injury  with  the 
wrist  splinted  in  extension.  Follow-up  evaluation  on  Januarv 
21,  1975  disclosed  a return  of  function  to  the  extensor  muscles 
of  the  wrist  and  forearm. 
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Discussion 

These  three  recent  cases  were  treated  by  the 
conservative  approach  which  was  previously 
described.  The  hospital  time  averaged  2.3 
months  with  this  approach.  Each  patient  had 
multiple  surgical  procedures.  Case  1 had  the 
least,  5,  with  successful  amputations  at  the 
forearm  level.  Cases  2 and  3 each  had  ten 
procedures — primarily  debridement.  All  three 
had  volar  fasciotomies  within  24  hours  of  injury. 

These  cases  point  out  several  important 
aspects  of  electrical  injuries.  First,  the  initial 
physical  examination  is  usually  indicative  of  the 
prognosis.  The  first  patient  had  no  pulses 
palpable  below  the  elbow,  and  the  ultimate  out- 
come was  amputation  below  the  elbow.  The 
second  and  third  patients  exhibited  pulses  on  in- 
itial examination,  and  the  hands  remained 
viable.  Peterson^  states  that  without  exception 
in  his  series,  cases  which  went  on  gangrene 
“showed  evidence  of  circulatory  embarrassment 
from  the  beginning.’’  This  observation  is 
sustained  in  these  cases. 

Likewise  the  damage  to  the  nerves  was 
already  apparent  on  initial  examination  in  these 
patients.  In  cases  1 and  3 the  patients  had  no 
sensibility  distal  to  the  elbow  and  no  motion  was 
apparent.  The  second  patient  had  intact  sen- 
sibility on  admission  and  had  sensibility  as  well 
as  motor  function  at  the  time  of  discharge. 

The  value  of  the  conservative  approach  to 
these  patients  as  far  as  their  eventual  functional 
outcome  must  be  emphasized.  In  Case  1,  it  was 


very  difficult  to  delineate  the  full  extent  of 
myonecrosis  and  nerve  damage  for  several 
weeks.  After  two  or  three  debridements,  it 
appeared  that  the  patient  would  require  above 
elbow  amputations.  However,  had  this  been 
done,  as  it  may  well  have  from  initial  im- 
pression, the  patient  would  have  had  far  more 
limited  function  than  with  his  bilateral  below 
elbow  amputations. 

Sequestration  of  bone  can  occur  over  several 
months  following  electrical  injury.®  In  the  sec- 
ond two  patients,  this  may  yet  occur,  but  early 
excision  of  exposed  bone  may  have  sacrificed 
potentially  viable  tissue. 

The  excision  and  early  grafting  technic  is  in- 
advisable in  most  cases  unless  the  amount  of 
electrical  injury  is  very  small.  There  is  a high 
risk  of  debriding  viable  tissue  and  missing 
damaged  tissue  which  may  become  necrotic 
after  grafting,  secondary  to  progressive 
ischemia.  “It  has  been  the  experience  of  the 
Hand  Surgery  Service  that  although  hospital 
time  may  be  longer  with  a conservative 
approach,  the  overall  outcome  is  better  than 
with  early  excision  and  grafting  of  major 
electrical  injuries  of  the  upper  extremity’’^  Fig. 
1 shows  the  below-elbow  amputation  stumps  of 
the  first  patient.  If  a more  aggressive  approach 
had  been  utilized  (as  was  suggested  at  the  time 
of  the  injury)  above-elbow  amputations  would 
have  been  performed.  This  would  have  com- 
promised the  very  effective  use  of  his  prosthesis 
as  shown  in  Figs.  2 and  3.* 
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Glomerulitis  and  factor  VII  deficiency  in 

Familial  Mediterranean  Fever* 

E.  Eugene  Miller,  MD  and  David  L.  Bowerman,  MD,  Colorado  Springs 


A case  of  focal  glomerulitis  and  factor  VII 
deficiency  in  a patient  with  Familial 
Mediterranean  Fever  (FMF)  is  described. 
The  clinical  characteristics,  diagnostic 
features,  and  treatment  of  FMF  are  reviewed. 


Familial  mediterranean  fever  (FMF)  is  an 
inherited  disease  of  unknown  etiology  affecting 
patients  of  Mediterranean  stock,  and  is 
characterized  by  recurrent  bouts  of  fever,  ab- 
dominal pain,  pleuritic  chest  pain,  acute 
arthritis,  and  skin  rash.  A case  is  presented 
which  illustrates  the  difficulties  which  may  be 
encountered  in  diagnosis  and  management  of 
patients  with  this  disease.  Also  the  case  is  uni- 
que in  two  ways.  For  the  first  time,  a focal 
glomerulitis  is  found  to  be  associated  with  the 
hematuria  which  has  been  described  with  this 
disease.  Also,  this  appears  to  be  the  first  patient 
with  FMF  in  whom  a factor  VII  deficiency  is 
described. 

CASE  REPORT 

A 28-year-old  female  of  Italian  extraction  was 
hospitalized  a total  of  twelve  times  from  January  1974 
through  April  1975.  First  admission  was  1-15-74  because  of 
abdominal  pain,  vomiting,  and  history  of  amenorrhea  for  10 
months.  She  had  operation  with  correction  of  partial  small 
bowel  obstruction  and  also  was  found  to  have  atrophic 
ovaries.  A subsequent  dilatation  and  curettage  showed 
atrophic  endometrium.  Urinary  estrogens,  FSH,  and 
testosterone  levels  were  all  within  normal  limits. 

The  patient  was  hospitalized  on  2-25-74  and  4-22-74 
because  of  hematuria.  Her  temperature  ranged  between  101 
and  102  degrees.  Routine  urine  cultures  and  cultures  for 
acid-fast  bacteria  were  consistently  negative.  Evaluation  in- 
cluded intravenous  pyelogram,  cystoscopy  with  bladder 
biopsy,  retrograde  pyelograms,  and  renal  arteriograms.  The 
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bladder  biopsy  showed  minimal  chronic  inflammatory 
change.  It  was  suspected,  but  not  documented,  that  blood 
was  coming  from  the  right  kidney.  She  was  discharged  on 
suppressive  therapy  with  nitrofurantoin. 

The  patient  was  hospitalized  the  fourth  time  on  9-9-74 
following  an  automobile  accident,  because  of  a cervical  disc 
syndrome  which  required  subsequent  cervical  fusion. 
Postoperatively,  she  had  considerable  nausea  and  ab- 
dominal pain  which  resulted  in  a prolonged  hospitalization. 
No  exact  cause  for  these  symptoms  was  found. 

The  patient  was  hospitalized  on  10-3-74  for  evaluation  of 
pain  in  the  left  medial  thigh  which  was  followed  by  the 
abrupt  onset  of  pleuritic,  right-sided  chest  pain.  Bilateral 
venograms  showed  occlusion  of  the  left  superficial 
saphenous  vein.  Lung  scan  a few  hours  after  the  onset  of  the 
chest  pain  was  positive  although  pulmonary  angiograms  a 
day  later  were  negative.  Because  of  the  clinical  suspicion  of 
pulmonary  embolus,  she  was  anticoagulated  with  warfarin. 
The  patient  again  developed  symptoms  of  abdominal  pain 
with  associated  fever  to  100  degrees.  Subsequent  gas- 
trointestinal x-rays  were  negative.  Warfarin  was  discon- 
tinued 14  days  after  institution  because  of  the  patient’s 
failure  to  improve  symptomatically. 

She  was  rehospitalized  on  11-8-74  for  persistent  pain  in 
the  left  hip  area,  pleuritic  right  chest  pain,  painful 
erythematous  plaques  on  the  lower  extremities,  painful 
swelling  of  the  left  wrist,  diffuse  abdominal  pain  and  gross 
hematuria.  Physical  examination  showed  a board-like  ab- 
domen, and  there  were  tender  erythematous  plaques, 
erythematous  nodules,  and  numerous  areas  of  purpura  on 
the  legs,  arms,  fingers,  and  toes.  Biopsy  of  the  erythematous 
nodules  showed  changes  of  erythema  nodosum.  Biopsy  of  the 
purpuric  areas  showed  degenerative  change  with  mild  non- 
specific perivasculitis.  Erythrocyte  sedimentation  rate  was 
repeatedly  elevated.  Rheumatoid  factor  was  weakly  positive 
at  a titer  of  1:10.  C-reactive  protein,  LE  preps,  and  an- 
tinuclear antibody  were  negative.  Total  serum  complement 
was  normal  at  79.  Liver  function  studies  showed  elevation  of 
the  SCOT  and  SGPT  at  approximately  three  times  normal 
with  alkaline  phosphatase  twice  normal.  Albumin  was  low 
with  a slightly  elevated  beta  globulin,  haptoglobin, 
hemopexin,  and  gamma-G  globulin.  Urinalysis  was  normal 
and  subsequent  urinary  prophyrins  were  also  normal. 
Hospitalization  was  marked  by  much  diarrhea  and  persis- 
tent vomiting.  Upper  GI  and  small  bowel  x-rays  were  nor- 
mal. Serum  carotene  was  normal.  A D-xylose  test  was 
attempted  unsuccessfully  because  the  patient  persistently 
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vomited  the  test  material.  Prothrombin  time  was  prolonged 
with  a prothrombin/control  (P/C)  ratio  of  2.4,  in  spite  of  the 
warfarin  being  discontinued  one  week  prior  to  testing. 
Evaluation  by  sigmoidoscopy  and  barium  enema  because  of 
occasional  bloody  stools  revealed  only  hemorrhoids. 
Throughout  this  hospitalization  she  did  not  have  fever.  The 
vomiting  persisted  until  the  time  of  discharge,  thought  to  be 
on  a psychogenic  basis.  Because  of  the  clinical  picture  and 
lack  of  other  diagnostic  results,  it  was  believed  that  she  had 
Familial  Mediterranean  Fever.  She  was  placed  on 
Colchicine  .5  mg.  orally  bid. 

The  patient  was  readmitted  on  12-10-74  for  12  days  with 
recurrent  abdominal  pain,  persistent  vomiting,  gross 
hematuria,  and  purpura  on  all  extremities.  Prothrombin 
time  was  prolonged  with  a P/C  ratio  of  1.9.  She  was  started 
on  oral  vitamin  K.  In  spite  of  this  medication,  the 
prothrombin  time  became  more  prolonged.  Subsequent  par- 
tial thromboplastin  time,  platelet  count,  fibrin  degradation 
products,  and  fibrinogen  were  all  normal.  Repeated  factor 
VII  assays  were  performed  which  showed  6.25  per  cent  ac- 
tivity (normal  50-150%).  She  was  then  given  intravenous 
vitamin  K,  which  corrected  the  prothrombin  time  within  24 
hours.  Malabsorption  evaluation  was  again  pursued,  but 
because  of  the  persistent  vomiting,  roentgenograms  of  the 
small  bowel  and  D-xylose  tests  could  not  be  performed. 
Liver  function  studies  continued  to  show  elevation  of  the  en- 
zymes. Because  of  recurrent  hematuria,  cystoscopy  was  per- 
formed which  confirmed  blood  coming  from  the  right 
kidney.  Open  liver  and  kidney  biopsies  were  performed.  Tbe 
liver  showed  minimal  triaditis.  Kidney  biopsy  was  normal, 
although  only  a portion  of  the  medulla  was  present  in  the 
specimen.  Repeat  skin  biopsies  showed  minimal,  chronic, 
non-specific  perivascular  inflammation  which  was  not  felt  to 
be  significant. 

The  patient  was  hospitalized  on  two  occasions  between  1- 
8-75  and  2-11-75  with  persistent  symptoms  of  Familial 
Mediterranean  Fever.  She  again  had  persistent  vomiting, 
abdominal  pain,  bilateral  pleuritic  chest  pain,  joint  pains, 
and  stiffness  involving  the  left  wrist,  left  hip  and  left  knee.  A 
tender,  evanescent,  red,  macular  rash  was  present  on  the 
arms  and  chest.  Numerous  purpuric  lesions  were  also 
present.  Because  of  reports  in  the  literature  that  estrogen 
might  be  of  value  in  suppressing  and  preventing  recurrent 
attacks  of  FMF'L  the  patient  was  started  on  Premarin.  This 
was  subsequently  discontinued  because  of  failure  to  im- 
prove. 

The  patient  continued  to  have  persistent  vomiting  and 
was  readmitted  on  2-17-75.  Because  of  the  persistent  symp- 
toms, and  negative  diagnostic  studies,  laparotomy  was  per- 
formed to  rule  out  cholecystitis.  Numerous  intestinal 
adhesions  were  present,  although  no  definite  bowel  obstruc- 
tion was  found.  Cholecystectomy  was  performed  and  biop- 
sies were  taken  of  liver,  small  intestine,  and  kidney.  The  gall 
bladder  had  no  histopathologic  changes.  Small  bowel  biopsy 
showed  focal,  mild,  subacute  villous  atrophy.  Liver  biopsy 
showed  a mild,  focal,  periportal  fibrosis.  Renal  biopsy 
showed  a glomerulitis  which  was  chronic,  focal,  and  non- 
specific (Fig.  1).  The  patient  was  discharged  in  an  improved 
condition  on  oral  vitamin  K,  Colchicine,  and  20  mg.  pred- 
nisone. 

The  patient  was  hospitalized  on  two  occasions  from  4-3- 
75  to  4-21-75  because  of  acute  pyelonephritis  with  a 
staphylococcal  septicemia  and  associated  symptoms  of 
Familial  Mediterranean  Fever.  The  septicemia  was  con- 


Fig.  1:  Renal  Biopsy  Showing  Acute  Focal  Glomerulitis 


trolled  with  appropriate  antibiotics.  Hematuria  had  sub- 
sided originally  when  predisone  had  been  instituted.  Subse- 
quent attempts  to  discontinue  the  medication  resulted  in 
recurrence  of  hematuria  and  it  was  found  necessary  to 
resume  prednisone. 

Psychiatric  consultation  was  obtained  and  a trial  of  hyp- 
nosis was  to  be  instituted  in  hopes  that  this  might  help  con- 
trol the  persistent  vomiting,  as  it  was  concluded  that  this 
was  largely  on  a psychogenic  basis.  The  patient  then  moved 
to  another  part  of  the  country  and  there  has  been  no  further 
contact  with  her. 

Clinical  characteristics 

Familial  Mediterranean  Fever  is  a disease  of 
unknown  etiology,  which  probably  is  inherited 
as  an  autosomal  recessive  trait  and  which 
appears  to  be  an  inborn,  biochemical  errorh 
FMF  typically  affects  people  of  Mediterranean 
stock,  mainly  Sephardic  Jews.  It  is  also  common 
in  Armenians  and  less  common  in  Eshkenazic 
Jews,  Italians,  and  other  people  originating  in 
the  Mediterranean  area.  Two-thirds  of  patients 
develop  symptoms  during  the  first  decade  of  life 
with  ninety  per  cent  having  symptoms  before 
age  twenty.  Rarely  do  symptoms  develop  after 
the  age  of  forty.  The  disease  is  more  common  in 
males. 

An  attack  of  FMF  is  characterized  by  fever, 
which  may  be  as  high  as  105  degrees.  Fever  is 
typically  followed  by  abdominal  pain,  although 
patients  can  present  with  acute  arthritis  or  chest 
pain  as  the  initial  symptoms  of  an  attack,  as  in 
the  present  case.  Fever  typically  lasts  less  than 
24  hours  with  an  entire  attack  lasting  from  1-5 
days.  Typically,  the  attack  abruptly  reaches  a 
peak  and  subsides  rapidly  with  no  residual 
symptoms.  Intervals  between  attacks  are  rarely 
the  same.  There  may  be  several  attacks  close 
together  and  the  patients  may  then  have 
remissions  for  months  or  even  years.  Occasional 
patients  may  have  persistent  pain  lasting  weeks 
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or  even  months  as  illustrated  in  the  current 
case^'^ 

Physical  examination  of  the  abdomen  during 
an  acute  attack  reveals  distention,  board-like 
rigidity,  rebound  tenderness,  and  frequently  the 
absence  of  peristalsis  with  associated  symptoms 
of  persistent  vomiting.  Thus,  these  patients  can 
present  as  an  acute  abdomen  which  accounts  for 
the  numerous  abdominal  operations  they  may 
have  before  the  diagnosis  of  FMF  is  made.  The 
problem  in  making  the  diagnosis  is  further  com- 
plicated by  the  fact  that  patients  with  FMF  oc- 
casionally do  present  with  partial  small  bowel 
obstruction  as  was  illustrated  in  our  patient^-^. 

The  chest  pain  is  classically  unilateral, 
pleuritic,  and  located  in  the  lower  chest  with 
radiation  of  pain  to  the  shoulders  and  also  the 
upper  abdomen^.  Chest  x-ray  may  show  a very 
small  effusion'^.  Pericarditis  and  pericaridal  ef- 
fusion have  also  been  described^. 

Joint  involvement  occurs  in  seventy-five  per 
cent  of  patients.  Symptoms  may  range  from 
mild  arthralgias  to  acute  arthritis  with  symp- 
toms lasting  from  a few  days  to  a month.  Oc- 
casional patients  may  develop  a chronic 
arthritis  with  symptoms  persisting  up  to  one 
year.  Typically,  the  large  joints  are  affected  with 
small  joints  rarely  involved.  The  order  of  fre- 
quency of  involvement  is  knee,  ankle,  hip,  and 
shoulder.  Usually  one  joint  is  involved,  but 
successive  attacks  may  involve  different  joints. 
Redness  and  increased  temperature  of  the  joint 
are  typically  absent.  Complete  recovery  without 
deformity  from  an  attack  is  the  general  rule^’^-"*. 

Renal  amyloidosis  frequently  accompanies 
FMF,  particularly  in  Jews, and  is  invariably 
fatal.  Hematuria,  not  associated  with 
amyloidosis,  has  also  been  described^’®’’'.  This 
may  or  may  not  be  associated  with  painful  mic- 
turition®-'^. Bleeding  may  be  severe  with  massive 
bleeding  into  the  renal  pelvis  and  capsule  caus- 
ing a palpable  hematoma.  It  is  postulated  that 
increased  capillary  fragility  may  account  for  the 
bleeding  since  epistaxis  and  purpura  have  been 
associated  with  hematuria.  Typically  the 
hematuria  is  associated  with  an  acute  attack, 
although  not  necessarily.  Urologic  evaluation  of 
these  patients  has  been  negative  and  no 
coagulopathy  has  been  reported.  Most  patho- 
logic studies  have  been  in  patients  with 
amyloidosis  who  have  expired.  It  has  been 
speculated  that  glomerulonephritis  may  occur 
as  an  early  manifestation  of  renal  amyloidosis, 


although  no  glomerulonephritis  is  reported  in 
autopsies  of  patients  with  amyloid’^.  SiegaF 
reports  a patient  with  FMF  who  died  with 
chronic  glomerulonephritis,  but  whether  this 
represented  two  separate  co-existing  diseases  or 
an  unusual  presentation  of  FMF  is  unclear. 

The  classical  skin  lesions  seen  in  FMF  are 
erythematous,  hot,  slightly  raised,  very  tender 
plaques  which  have  the  appearance  of  erysipelas 
and  most  commonly  occur  on  the  lower  ex- 
tremities, particularly  around  the  ankle^.  Also 
reported  are  tender,  commonly  transient, 
nodules,  which  on  biopsy  have  shown 
periarteritis  nodosum  b Urticaria  and  mild 
angioedema  are  also  reported^®.  Henoch- 
Schonlein’s  purpura  has  also  been  reported,  par- 
ticularly in  children  with  FMFb  Biopsy  of  one 
skin  lesion  in  our  patient  revealed  erythema 
nodosum. 

Other  manifestations  of  FMF  include  infan- 
tile, underdeveloped  sex  organs,  splenomegaly, 
and  cyclic  emotional  states^'®. 

Diganosis 

Diagnosis  of  FMF  is  very  difficult  because  of 
the  variable  and  confusing  array  of  symptoms 
with  which  the  disease  can  present.  No 
laboratory  test  is  available  to  confirm  the 
diagnosis,  and  diagnosis  relies  solely  on  the 
clinical  evaluation  of  the  patient.  Certain 
criteria  have  been  established,  however,  to  assist 
in  the  clinical  diagnosis. 

1.  Short  attacks  of  fever  occurring  at  varying  intervals. 

2.  Pain  in  the  abdomen,  chest,  joints,  or  skin  accom- 
panying fever. 

3.  Absence  of  any  known  causative  factor. 

4.  Presence  of  amyloidosis. 

5.  Autosomal  recessive  inheritance. 

6.  Preference  for  Mediterranean  stock'. 

There  is  no  definite  diagnostic  laboratory 
test,  but  certain  characteristics  may  contribute 
to  the  clinical  diagnosis  of  FMF.  The 
erythrocyte  sedimentation  rate  is  almost  always 
elevated,  although  there  is  no  correlation 
between  the  severity  of  an  attack  and  its  level. 
Hemoglobin  is  usually  normal,  although  oc- 
casional patients  may  present  with  a mild  iron 
deficiency  anemia.  Other  causes  of  anemia  have 
been  suggested,  as  red  blood  cell  survival  has 
been  shown  to  be  shortened  in  some  of  these 
patients  and  occasional  spherocytes  are  seen  on 
the  peripheral  smear'-''.  Intestinal  malabsorp- 
tion has  also  been  proposed  as  a cause  of 
anemia®.  The  white  blood  count  may  be  elevated 
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or  normal.  Classicaly,  serum  albumin  is  low 
with  normal  or  increased  gammaglobulin  and 
increased  levels  of  C-reactive  protein,  hap- 
toglobin, alpha-two  and  beta-two  globulin,  and 
fibrinogen’.  Whole  serum  complement  and  C-1 
esterase  inhibitor  may  be  low.  In  a report  by 
Frensdorf,  et  al.®,  88  per  cent  of  patients  had  in- 
creased fibrinogen  even  during  remission 
suggesting  that  the  etiologic  mechanism  for 
FMF  is  still  active  although  the  patient  is 
asymptomatic.  No  coagulopathy  has  previously 
been  reported  in  patients  with  FMF.  The 
platelet  count,  bleeding  and  clotting  times, 
prothrombin  time,  and  partial  thromboplastin 
time  are  typically  normal.  The  Rumpel-Leede 
test  is  occasionally  positive^. 

Rheumatoid  factor  may  be  transiently  and 
weakly  positive  as  was  reported  in  the  present 
case'’.  Intestinal  absorption,  liver  function, 
serum  lipids,  etiocholanolone,  porphyrins,  uric 
acid  metabolism  and  chromosome  morphology 
are  all  reported  to  be  normal.  Liver  biopsies 
typically  have  been  normal,  although  our  case 
showed  a mild  triaditis  and  others  have  reported 
mild  cellular  infiltration  during  an  acute  attack 
and  one  case  of  fatty  liver  is  reported’'^-'*.  Lymph 
node  and  pancreatic  biopsies  are  reported  as 
normal.  Intra-abdominal  adhesions  are  reported 
and  would  account  for  occasional  cases  of  in- 
testinal obstruction.  Examination  of  joint  fluid 
and  peritoneal  fluid  reveals  inflammatory  cells 
with  no  specific  characteristics’’^.  EEG  has  been 
reported  in  some  to  show  a cerebral 
dysrhythmia'’. 

Treatment 

No  effective  treatment  for  the  acute  attack 
has  been  found.  Salicylates,  antibiotics,  an- 
timalarials,  and  steroids,  both  systemic  and  in- 
traarticular,  are  of  no  value’’^.  Bodel  and 
Dillard’'’  reported  success  in  preventing 
recurrent  attacks  of  FMF  by  using  estrogen.  The 
possible  effectiveness  of  hormones  is  suggested 
by  the  fact  that  during  pregnancy  patients  with 
FMF  invariably  experience  a remission. 
Estrogens,  however,  were  tried  on  our  patient 
without  success.  Speculation  has  also  existed 
that  unidentified  steroids,  possibly  related  to 
cholesterol,  may  precipitate  attacks  and  that  a 
low  fat  diet  might  therefore  reduce  the  fre- 
quency of  attacks.  This  idea  was  originally  sup- 
ported by  Mellinkoff’”’’^,  but  subsequent  study 
by  Sohar  and  Gafni”  failed  to  produce  any 
further  supporting  evidence.  Allergy  has  been 


considered  in  treatment  as  these  patients  have 
twice  the  incidence  of  atopy  compared  to  con- 
trol populations.  However,  skin  tests  are  usually 
negative,  and  only  rarely  does  exclusion  of  cer- 
tain foods  such  as  milk  and  milk  products 
produce  any  relief  of  the  attacks’. 

Considerable  evidence  in  recent  years 
suggests  that  Colchicine  is  useful  in  preventing 
recurrent  attacks”"’®’’®.  Zemer,  et  ah”,  con- 
ducted a double  blind  study  which  showed  a 
definite  decrease  in  frequency  of  attacks  with 
Colchicine  .5  mg.  orally  bid.  Reimann’’^  has 
suggested  that  Colchicine  suppresses  attacks  by 
inhibiting  white  blood  cell  phagocytosis  and 
mitosis.  It  was  our  impression  that  intravenous 
Colchicine  lessened  the  severity  of  joint  pain 
during  the  acute  attack.  Oral  Colchicine  did  not 
appear  to  have  any  effect  in  preventing  persis- 
tent attacks  in  our  patient. 

Emotional  problems  eventually  become  a 
major  factor  in  patients  with  frequent  attacks 
primarily  because  of  failure  of  all  treatment 
modalities’.  Emotional  upsets  have  been  shown 
to  initiate  attacks.  Occasionally,  patients  have 
shown  improvement  during  vacation  periods’. 
Supportive  psychotherapy  eventually  becomes 
an  important  part  in  the  overall  management  of 
patients  with  FMF. 

Discussion 

Because  of  our  patient’s  skin  lesions  which 
were  primarily  purpura,  and  also  because  of  the 
hematuria,  considerable  speculation  ensued  as 
to  whether  the  patient  also  had  Henoch- 
Schonlein’s  purpura  which  is  reported  to  be 
associated  with  FMF.  Although  it  usually  occurs 
in  children,  it  is  reported  in  adults’.  The  typical 
patient  with  Henoch-Schonlein’s  purpura 
presents  with  colicky  abdominal  pain,  nausea, 
vomiting,  rectal  bleeding,  and  purpuric  skin 
lesions.  Hematuria  is  common  and  can  progress 
to  renal  impairment  and  hypertension.  Persis- 
tent vomiting  frequently  leads  to  intravenous 
treatment.  Hepatomegaly,  secondary  to  fatty  in- 
filtration, is  reported.  Periarticular  swelling 
without  x-ray  changes  may  also  occur.  Skin 
lesions  are  frequently  urticarial  at  onset  and 
develop  into  maculopapular  lesions, 
ecchymosis,  and  petechia.  X-rays  of  the  small 
bowel  show  edematous  folds  with  spiculations. 
Skin  biopsies  reveal  mild,  non-specific  inflam- 
mation of  the  small  vessels  and  local 
hemorrhage.  Small  bowel  biopsy  frequently 
shows  evidence  of  vasculitis.  Pathologic  study  of 
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the  kidneys  shows  a diffuse  vascular  disease 
resembling  systemic  lupus  erythematosis^®’^'’. 

Steroids  are  useful  in  controlling  the  joint 
and  abdominal  pain  in  patients  with  Henoch- 
Schonlein’s  purpura  but  are  not  useful  in  revers- 
ing the  renal  or  skin  lesions  and  do  not  prevent 
development  of  chronic  renal  impairment^®. 
Although  our  patient  had  several  symptoms 
compatible  with  Henoch-Schonlein’s  purpura, 
several  aspects  of  the  present  case  suggest  that 
the  patient  did  not  have  this  disorder.  The  renal 
biopsy  on  our  patient  was  specific  for  a focal 
glomerulitis  rather  than  the  diffuse  changes  seen 
in  Henoch-Schonlein’s  purpura.  Small  bowel  x- 
rays  were  repeatedly  normal  in  contrast  to 
patients  with  Henoch-Schonelin’s  purpura  who 
frequently  show  abnormalities®.  Small  bowel 
biopsy  in  Henoch-Schonlein’s  purpura  shows 
vasculitis,  but  our  patient  had  findings  of 
malabsorption  syndrome.  Skin  biopsy  is 
diagnostic  in  Henoch-Schonlein’s  purpura  show- 
ing a vasculitis.  Repeated  skin  biopsies  on  our 
patient  showed  mainly  purpura  with  erythema 
nodosum  reported  in  one  instance. 

This  leads  us  to  conclude  that  the 
glomerulitis  observed  in  our  patient  was  not 


associated  with  Henoch-Schonlein’s  purpura.  It 
appears  that  the  lesion  could  be  a feature  of 
FMF  itself.  If  so,  it  would  be  unique  in  that 
other  areas  of  vasculitis  are  not  reported  with 
FMF.  Also,  the  fact  that  the  lesion  responded  to 
steroid  treatment  whereas  all  other  aspects  of 
FMF  do  not,  raises  further  speculation  that  the 
glomerulitis  may  have  been  a second  indepen- 
dent disease  entity  which  occurred  coinciden- 
tally with  FMF.  A large  series  of  cases  are 
needed  in  which  renal  biopsies  are  obtained  in 
patients  with  FMF  who  have  hematuria  to 
better  ascertain  if  glomerulitis  is  another  feature 
of  FMF  or  whether  it  was  a finding  specific  to 
this  case. 

The  most  unusual  feature  of  this  case  is  the 
clotting  defect.  The  coagulopathy  is  not  ex- 
plained by  the  fact  that  the  patient  was  on  w^ar- 
farin  for  two  weeks  prior  to  diagnosing  the 
defect,  since  warfarin  was  discontinued  and  the 
patient  was  placed  on  vitamin  K without  im- 
provement of  the  prothrombin  time.  Indeed,  the 
prothrombin  time  became  more  prolonged.  The 
rapid  return  to  normalcy  of  the  prothrombin 
time  after  intravenous  vitamin  K suggests  that 
the  patient  was  not  absorbing  oral  vitamin  K. 
Certainly  the  patient’s  persistent  vomiting 
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would  have  accounted  for  a gradual  depletion  of 
the  vitamin  K stores.  However  the  small  bowel 
biopsy  suggested  a malabsorption  syndrome  by 
virtue  of  the  areas  of  villous  atrophy.  D-xylose 
test  was  attempted  on  repeated  occasions  but 
the  patient  was  never  able  to  retain  the 
material.  Although  Colchicine,  by  virtue  of  the 
diarrhea  it  can  cause,  could  also  decrease  ab- 
sorption of  vitamin  K,  no  reference  to  Colchicine 
causing  actual  malabsorption  was  found'®.  One 
could  certainly  speculate  that  this  is  a 
possibility  since  the  defect  occurred  spon- 
taneously with  the  use  of  Colchicine.  The  factor 
VII  deficiency  most  likely  arose  from  a combina- 


tion of  factors.  The  persistent  vomiting  with 
failure  to  ingest  an  adequate  amount  of  fat  un- 
doubtedly contributed  to  the  problem. 
Secondly,  the  malabsorption  defect  could  have 
arisen  either  secondary  to  FMF  itself,  or  as 
speculated,  from  Colchicine  prophylaxis. 

Summary 

A case  of  Familial  Mediterranean  Fever  in  a 
28-year-old  female  of  Italian  extraction  is 
presented.  The  case  is  unique  in  that  focal 
glomerulitis  and  also  a factor  VII  deficiency  are 
documented.  • 
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Pneumocystis  carinii:  diagnosis 
during  assisted  ventilation 

Robert  L Cash,  MD,  William  B Cutts,  MD, 
and  Richert  E Quinn,  MD,  Greeley,  Colorado 


Pneumocystis  carinii  pneumonia  was 
diagnosed  in  a compromised  patient 
during  continuous  assisted  ventilation 
by  fiber  bronchoscopy,  employing  a 

swivel  tracheostomy  tube  adapter. 


Pneumocystis  carinii  was  diagnosed  in  a severely 

ill  immunosuppressed  and  hypoxic  patient  by 
fiberoptic  bronchoscopy  during  continuous  ven- 
tilation with  a volume  ventilator  at  no  signifi- 
cant risk  to  the  patient.  A BE- 105-4  swivel 

adapter  was  employed.* 

CASE  REPORT 

A 57-year-old  white  male  with  lymphosarcoma,  under 
treatment  with  cyclophosphamide,  prednisone  and 
vincristine,  was  admitted  with  a three-day  history  of  cough, 
dyspnea,  and  scant  sputum  production.  Temperature  was 
98.6  orally,  pulse  was  120,  blood  pressure  was  130/80  with 
respirations  of  40.  Physical  examination  demonstrated  ob- 
vious respiratory  distress,  cyanosis,  some  lethargy  and 
coarse  rales  throughout  the  chest;  otherwise  examination 
was  unremarkable.  White  blood  count  was  1,100  with  45 
PMN’s,  55  lymphocytes;  HCT  was  25.  Chemistry  panel  and 
urinalysis  were  normal.  Arterial  blood  gases  on  6 liters  of 
Oz/min.  via  nasal  cannula  were  PO2,  43,  PC02,  29  and  pH, 
7.48.  Admission  chest  x-ray  (Fig.  1)  demonstrated  bilateral 
extensive  alveolar  and  interstitial  infiltrates.  Blood  and 
sputum  cultures  were  obtained,  and  the  patient  was  started 
on  cephalosporin  and  gentamycin.  The  following  morning 
the  chest  film  (Fig.  2)  had  worsened,  the  patient  was  more 
dyspneic,  and  arterial  gases  revealed  a PO2  of  48,  PC02,  28 
and  pH,  7.49,  on  8 liters  02/min.  The  patient  was  transferred 
to  the  RICU,  tracheostomy  was  performed,  and  he  was 
placed  on  a volume  ventilator.  Arterial  blood  gases  improved 
to  a PO2  of  69,  PC02  of  30,  and  a pH  of  742  on  40  per  cent 
FiOa. 


‘Manufactured  by  Industries  Instrumentation,  Pittsburgh,  Pa. 
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Because  of  the  critical  respiratory  condition  of  the 
patient,  invasive  procedures  to  define  the  problem,  such  as 
open  lung  biopsy,  transthoracic  biopsy,  or  bronchial 
brushings  under  fluoroscopy,  were  not  feasible.  Instead  the 
patient  underwent  fiberoptic  bronchoscopy  utilizing  the  BE 
105-4  tracheostomy  swivel  attachment  without  interrupted 
mechanical  ventilation.  This  was  accomplished  by  increas- 
ing the  Fi02  to  100  per  cent  and  increasing  the  tidal  volume 
from  800  c.c.  to  1100  c.c.  During  the  procedure  there  was  no 
evident  clinical  discomfort  to  the  patient.  Both  mainstem 
bronchi,  major  bronchial  takeoffs,  and  first  order  sub- 
segments  were  easily  visualized  showing  diffuse  hyperemia 
and  moderate  bronchial  secretions.  No  definite  en- 
dobronchial lesion  was  seen.  Copious  saline  bronchial 
washings  were  obtained  from  both  lungs  and  sent  to  the 
laboratory  for  fungal  and  routine  bacterial  cultures  and 
special  stains  for  pneumocystis  carinii. 

The  patient  was  empirically  started  on  ampherotericin 
B,  and  because  of  the  unavailability  of  Pentamidine  he  also 
received  Pyrimethamine  and  Sulfadiazine.  Over  the  next 
few  days  the  patient’s  chest  film  cleared  (Fig.  3).  Fungal  and 
bacterial  cultures  were  negative,  however,  Gomori 
Methenamine  Silver  stains  of  the  bronchial  washings  were 
positive  for  pneumocystis  carinii  (Fig.  4).  All  medicines  ex- 
cept the  pyrimethamine  and  sulfadiazine  were  discontinued 
and  the  patient  was  successfully  weaned  from  the  ventilator. 

Comment 

Pneumocystis  carinii  occurs  almost  exclu- 
sively in  immunosuppressed  patients  with 
serious  underlying  disease.  Diagnosis  can  be 
made  by  various  methods  such  as  open  or  closed 
biopsy,'-^  bronchial  biopsy,  bronchial  aspirate, 
sputum  and  tracheal  aspirate,  and  gastric 
aspirate.  Recently  bronchial  brushing  has  been 
employed  with  success.^  Methods  of  obtaining 
lung  parenchyma  such  as  open  biopsy  and 
transthoracic  needle  aspirate  are  not  without 
complications  and  even  bronchial  brushing, 
which  requires  fluoroscopic  control,  can  be 
attended  by  morbidity.^  Sputum  and  tracheal 
aspirates  have  had  a low  diagnostic  yield 
because  of  the  usual  non-productive  quality  of 
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sive  alveolar  and  interstitial  infiltrates.  ^ slioa;m^  marked  clearing  of 


previous  process. 


Fig.  2.  Chest  x-ray  12  hours  after  admission,  showing  prog- 
ress of  parenchymal  infiltrate. 


Fig.  4.  Positive  GMS  stains  of  bronchial  washings  for 
Pneumocystis  carinii  organisms. 


the  cough.'  We  utilized  a simple  method  with 
relative  comfort  and  little  risk  of  morbidity  to 
diagnose  pneumocystis  carinii  in  a severely 
hypoxic  patient,  and  the  diagnosis  eventually 
allowed  us  to  discontinue  other  potentially  toxic 


drugs.  The  frequency  of  diagnosis  with  this 
technic  is  unknown,  but  it  should  be  kept  in 
mind  for  use  in  severely  compromised  patients 
who  may  be  endangered  by  more  invasive 
technics.  • 
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Sudden  deafness 


Dennis  A.  Greene,  MD,  Denver 


Sudden  deafness  represents  a wide  variety 
of  clinical  and  pathologic  entities. 

Rapid  diagnosis  leads  to  better  salvage 
of  hearing  or  may  uncover  serious  systemic 
or  intracranial  disease. 


Sudden  deafness  may  be  defined  as  a 
sensorineural  (perceptive)  partial,  profound  or 
complete  loss  of  hearing  of  abrupt  onset.  It  is  a 
diagnostic  and  therapeutic  challenge.  Although 
the  cause  may  be  readily  apparent,  a significant 
number  of  etiologies  require  special  testing 
procedures  before  accurate  diagnosis  or 
treatment.  There  are  two  main  objectives  of 
rapid  diagnosis  in  this  disorder:  (1)  salvage  of 
hearing,  and  (2)  discovery  of  related  central  ner- 
vous or  other  systemic  diseases.  There  is  an  un- 
fortunate myth  that  little  or  nothing  can  be  done 
for  patients  with  sudden  deafness.  The  truth  is 
that  appropriate  treatment  will  produce  a 
response  in  many  patients  and  early  identifica- 
tion will  be  beneficial.  Nevertheless,  most 
patients  are  not  seen  by  an  otologist  until 
several  weeks  have  elapsed  after  onset  of  their 
symptoms. 

Incidence 

Sensorineural  hearing  loss  of  a sudden  type  is 
not  rare,  especially  in  an  otologic  practice. 
Morrison  and  Booth^  report  that  approximately 
three  per  cent  of  new  patients  appear  with 
sudden  deafness.  Their  age  and  sex  ratio  and  un- 
ilateral or  bilateral  involvement  are  related  to 
etiology.  For  instance,  the  period  of  infancy  is 
noted  by  the  bilateral  hearing  loss  related  to 


meningitis,  childhood  by  the  unilateral  hearing 
loss  from  mumps  and  measles,  adolescence  by 
unilateral  hearing  loss  of  trauma,  adulthood  by 
unilateral  hearing  loss  related  to  nerve  damage, 
and  the  over  55  age  group  is  predisposed  to 
sudden  vascular  lesions. 

Differential  diagnosis 

More  than  one  hundred  pathologic  processes 
have  been  associated  with  sudden  deafness. It 
is  convenient  to  separate  them  into  the  following 
broad  groupings: 

1.  Infections.  Most  patients  with  sudden 
deafness  have  symptoms  of  viral  respiratory  ill- 
nesses preceding  the  hearing  loss.  A variety  of 
viral  antibodies  have  been  identified  in  these 
patients.  Adenovirus  type  III  is  predominant. 
Measles  and  mumps  account  for  a high  propor- 
tion of  children  with  sudden  deafness.  Bacterial 
infections,  such  as  B-hemolytic  streptococcus, 
and  treponema  have  been  associated  also. 

2.  Vascular.  Hypertensive  and  occlusive  vas- 
cular disease  as  well  as  intravascular  lesions, 
such  as  microthrombus  formation  in  hyper- 
coagulable  states  and  sludging  of  erythrocytes 
and  leucocytes  in  polycythemia  or  leukemia,  are 
associated  with  sudden  deafness. 

3.  Metabolic.  Ototoxic  drugs  such  as  those 
in  the  streptomycin  group  (aminoglycosides) 
and  diuretics  such  as  ethacrynic  acid  have  long 
been  associated  with  hearing  loss,  especially  in 
patients  with  poor  renal  function. 

4.  Trauma.  Mechanical  trauma  to  the  ear 
from  skull  fracture,  or  rupture  of  the  intra-aural 
membranes  such  as  the  oval  or  round  windows 
may  occur,  the  latter  especially  in  scuba  or 
deep-sea  divers. 
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5.  Neoplasm.  Sudden  deafness  may  be 
associated  with  vestibular  schwannoma 
(misnamed  acoustic  neuroma),  other 
cerebellopontine  angle  masses  or  carcinoma 
(metastatic).  Over  ten  per  cent  of  patients  with 
vestibular  schwannoma  give  a history  of  sudden 
hearing  loss. 

6.  Surgery.  Postoperative  hearing  loss  after 
ear  or  neurosurgical  procedures  may  be  sudden 
in  nature.  Sudden  deafness  has  been  reported 
after  neck,  abdominal,  and  thoracic  surgery. 

7.  Pregnancy.  Sudden  deafness  is  associated 
with  pregnancy  and  the  postpartum  state, 
theoretically  related  to  changes  in  blood 
pressure  or  blood  viscosity. 

8.  Central  Nervous  System  Disease. 
Demyelinating  diseases  such  as  multiple 
sclerosis  may  produce  sudden  deafness. 

9.  Meniere’s  Disease.  Sudden  deafness  may 
occur  in  idiopathic  endolymphatic  hydrops, 
which  is  ordinarily  associated  with  hearing  loss 
of  an  insidious,  progressive,  or  fluctuating  type. 

Pathology 

There  have  been  few  reports  of  patients  with 
sudden  deafness  who  subsequently  died  of  other 
causes  and  were  able  to  be  studied 
histopathologically.  Schuknecht®  reported  a 
series  of  patients  whose  temporal  bones  showed 
changes  similar  to  those  produced  by  viral 
labyrinthitis  from  cases  of  mumps,  rubella  and 
measles.  These  include  destruction  of  the  organ 
of  Corti,  stria  vascularis,  and  tectorial 
membrane. The  findings  in  these  patients  with 
sudden  hearing  loss  were  consistent  enough  to 
suggest  a common  viral  etiology.  The  vascular 
occlusion  theory  is  also  widely  held.  However, 
vascular  obstruction  has  been  shown  to  produce 
entirely  different  otic  changes  in  experimental 
animals.  It  is,  of  course,  improper  to  assume  too 
much  from  these  studies,  for  they  represent  only 
the  most  devastating  and  irreversible  changes 
and  not  necessarily  those  in  patients  who  even- 
tually recover  their  hearing. 

Pathogenesis 

Viruses  may  invade  the  inner  ear  by  three 
possible  routes:  (1)  Hematogenous,  (2)  direct  ex- 
tension from  the  cerebrospinal  fluid  in  cases  of 
encephalitis  or  meningitis,  and  (3)  direct  exten- 
sion from  the  middle  ear.®  There  may  then  result 
a constellation  of  effects  ranging  from  direct  in- 
volvement of  sensory  neuroepithelium  to 
vascular  effects  of  inflammation  such  as 


hemagglutination,  sludging  of  erythrocytes, 
microthrombus  formation,  extravasation, 
micropetechiae  and  edema,  as  well  as  the  induc- 
tion of  a hypercoagulable  state. These  changes 
may  also  accompany  hypertensive  or  occlusive 
vascular  disease. 

Clinical  features 

A great  deal  of  variety  occurs  in  the  evolution 
of  the  symptoms  of  sudden  deafness.  It  may 
begin  instantaneously  and  be  associated  wth  a 
sensation  of  a loud  noise  in  the  affected  ear. 
Usually,  the  onset  develops  over  the  course  of  an 
hour  or  day,  or  sometimes  several  days.  It  may 
be  unilateral  or  bilateral.  In  unilateral  cases,  it 
may  escape  detection  until  the  patient  attempts 
to  hear  over  the  telephone  or  some  other  specific 
test  of  hearing.  There  is  often  a loss  of  clarity  of 
speech  or  discrimination.  Buzzing  in  the  ears 
(tinnitus)  is  frequent  and  may  appear  after  a few 
days.  In  25  per  cent  of  patients,  it  is  the 
presenting  symptom  preceding  the  hearing  loss 
by  minutes  or  hours.  Vertigo  is  common.  Ten 
per  cent  of  patients  have  incapacitating  vertigo 
which  may  last  as  long  as  a week.  Milder  forms 
may  then  persist  for  six  weeks.  Headaches  and 
viral  upper  respiratory  symptoms  are  frequent. 

The  differential  diagnosis,  as  noted  earlier,  is 
reflected  in  the  clinical  evaluation.  Hematology, 
serology,  chemistry,  and  coagulation  studies  are 
advised.  It  is  important  to  establish  the  site  of 
the  lesion,  whether  peripheral  (cochlear), 
retrocochlear,  or  central  (neural),  using 
audiovestibular  and  modern  otoradiologic 
technics  such  as  temporal  bone  tomography. 

The  natural  history  of  idiopathic  sudden 
deafness  is  relatively  constant.  One-third  of 
patients  have  normal  return  of  hearing  within  a 
few  weeks.  One-third  have  a residual  moderate 
hearing  loss  in  the  affected  ear.  One-third  do  not 
recover.  The  longer  the  delay  between  the  onset 
of  deafness  and  the  onset  of  recovery,  the  worse 
is  the  prognosis  for  complete  recovery. 
Vestibular  symptoms  generally  are  gone  by  six 
weeks. 

Treatment 

Considering  the  previously  mentioned 
etiologic  groups,  initial  medical  treatment  is 
directed  toward  the  systemic  disease.  Surgical 
therapy  is  appropriate  for  some  neoplasms  and 
for  repair  of  oval  or  round  window  membrane 
ruptures. Middle  ear  exploration  is  indicated 
in  selected  cases  of  sudden  deafness  which  per- 
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sists  for  more  than  two  or  three  weeks.  Ototoxic 
substances  must  be  withdrawn  at  once. 

The  most  controversial  aspect  of  sudden 
deafness  is  the  treatment  of  those  with  an  infec- 
tious or  vascular  etiology. It  is  important  to 
keep  in  mind  that  no  controlled  studies  of  any 
form  of  treatment  have  been  done.  Spontaneous 
recovery  rates  may  be  as  good  as  that  of  any 
form  of  treatment.  Vasodilatation,  anticoagula- 
tion and  reduction  of  the  viscosity  of  the  blood 
are  among  the  most  common  modalities  used. 
The  rationale  is  based  on  the  theory  of  vascular 
causes  of  sudden  deafness  (which  may  be  secon- 
dary to  viral  infection).  However,  there  is  no 
proof  that  blood  supply  to  the  cochlear  centers 
is  compromised.  Intravenous  histamine 
diphosphate  (2.75  mg.  in  250  ml.  of  normal 
saline)  given  for  one  to  two  hours  at  a rate  that 
produces  facial  flushing  and  continued  for  three 
to  four  days  is  a common  treatment.  Out- 
patient use  of  nicotinic  acid  in  flushing  doses  or 
nylidrin  hydrochloride  (6  mg.  three  times  a day) 
has  been  advocated.  Stellate  ganglion  block  is 
another  modality  in  this  group.  One  cannot 
stongly  support  this  type  of  regimen  for  several 
reasons:  (1)  The  results  of  vasodilatation  treat- 
ment closely  approximates  spontaneous 
recovery  rates.  (2)  Animal  studies  fail  to  show 
that  these  drugs  have  any  measurable  effect  on 
cochlear  blood  flow.  (3)  Cochlear  vasodilatation 
may  actually  be  undesirable  in  the  presence  of 
viral  inducted  changes,  such  as  microvascular 
hemorrhage  and/or  petechiae.  (4)  In  an  area  of 
inflammation,  blood  flow  should  already  be  in- 


creased. Low  molecular  weight  dextran  to 

reduce  capillary  and  microvascular  sludging  of 
blood,  and  heparin  or  Coumadin  may  be  con- 
traindicted  for  the  similar  reasons.  Cor- 
ticosteroids to  reduce  local  inflammation,  es- 
pecially in  the  8th  nerve  and  central  nervous 
system  disease,  may  be  effective  but,  again,  no 
controlled  studies  have  been  done.  Bed  rest  until 
stabilization  of  hearing  occurs  or  a definite 
diagnosis  has  been  made  is  universally  accepted. 
Because  of  the  nature  of  the  studies  needed, 
hospitalization  may  be  indicated  and 
audiograms  should  be  done  at  least  daily. 
Definitive  treatment  should  be  directed  toward 
the  underlying  cause  of  the  disease. 

Summary 

Sudden  deafness  may  be  a harbinger  of 
systemic  disease.  Although  specific  treatment  of 
the  deafness  itself  has  not  been  proven  to  im- 
prove spontaneous  recovery  rates,  early  diagnosis 
and  treatment  of  underlying  causes  is  important 
for  the  general  well  being  of  the  patient. 
Cerebellopontine  angle  tumors  and  intra- 
canalicular  vestibular  schwannomas  are  being 
identified  with  greater  frequency  in  patients 
with  sudden  deafness.  Surgical  exploration  of 
the  middle  ear  is  indicated  in  some  instances. 
Drug  therapy  of  idiopathic  sudden  deafness  is 
highly  controversial.  Well  controlled  double- 
blind  studies  need  to  be  done.  A thorough  ex- 
amination should  be  performed  as  soon  after  the 
onset  of  symptoms  as  possible.  • 
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Asymptomatic  chronic  gonorrhea 
in  a male  patient* 


Asymptomatic  chronic  gonorrhea  in  men  is 
increasingly  recognized  as  the  source  of 
infection  in  women  with  symptomatic  disease. 
The  epidemiologic  importance  of  this 
concept  and  methods  of  examination  are 
stressed. 

A PURULENT  URETHRAL  DISCHARGE  and  irritation 
are  the  obvious  manifestations  of  gonorrhea  in 
the  male.  With  antibiotic  therapy  the  disease 
should  be  cured  within  a few  days.  In  the  pre- 
antibiotic era,  Pelouze'  considered  that  any  case 
lasting  more  than  six  months  was  “chronic”  and 
related  mainly  to  errors  in  treatment.  More 
recently,  the  entity  of  “asymptomatic  male 
gonorrhea”  is  being  reported.^  ® 

It  has  become  necessary  epidemiologically  to 
identify  not  only  female  sources  of  the  disease 
but  asymptomatic  males  as  well.  It  is  the  pur- 
pose of  this  report  to  alert  the  clinician  to  the 
problem  of  chronic  gonorrhea  in  the  male  and  to 
review  the  difficulties  which  may  be  en- 
countered in  making  the  diagnosis.  Cooperation 
between  the  physician  and  the  microbiologist  is 
urged. 

CASE  REPORT 

A 30-year-old  man  presented  with  a seven  year  history  of 
a genitourinary  problem,  beginning  in  August  1967  as  a tran- 
sient episode  of  terminal  hematuria.  The  symptoms  cleared 
with  sulfa  therapy,  but  urethral  discharge  and  burning  on 
urination  occurred  two  weeks  later.  Gonorrhea  was  clinically 
suspected  and  the  symptoms  cleared  with  penicillin 
therapy,  although  the  laboratory  reported  that  no  gonococci 
were  found. 

Occasional  episodes  of  discomfort  on  urination,  without 
obvious  urethral  discharge,  occurred  during  the  next  four 
years.  Repeated  examinations  by  a number  of  physicians 


*From  the  Departments  of  Urology  and  Pathology,  General  Rose 
Memorial  Hospital,  Denver,  Colorado.  Address  reprint  requests  to  E. 
W.  Koneman.  MD,  Department  of  Pathology,  General  Rose 
Memorial  Hospital,  Denver  80220. 


Isadora  Gersh,  MD,  Elmer  W.  Koneman,  MD, 
and  Harvey  B.  Karsh,  MD,  Denver 


revealed  no  clinical  disease.  In  July  1972,  after  an  Air  Force 
flight  physical  examination,  he  was  reported  to  be  in  good 
health  except  for  a “little  pus  in  the  urine.”  A repeat 
urinalysis  was  “normal.” 

In  January  1973  his  girl  friend  told  him  that  she  had 
developed  gonorrhea.  Although  he  had  no  symptoms  at  that 
time,  he  went  to  a clinic  and  was  reported  to  be  free  of 
gonorrhea.  In  May  1974  his  then  female  sexual  contact  in  a 
different  city  also  developed  gonorrhea.  He  was  then  more 
suspicious  and  he  consulted  an  internist  who  found 
leukocytes  in  the  urine  and  prescribed  a course  of 
tetracycline.  In  October  1974  he  had  an  episode  of  terminal 
hematuria  which  cleared  in  a few  day,  and  he  was  referred  to 
us  in  November  1974  to  rule  out  the  possibility  of  a urinary 
bladder  tumor. 

The  patient  was  more  concerned  about  possible 
gonorrhea  since  he  planned  to  be  married  the  next  week.  He 
was  unaware  of  any  urethral  discomfort  or  discharge.  On  ex- 
amination, a scant  urethral  exudate  was  detected  and  a 
urethral  smear  showed  scattered  leukocytes  and  suspicious 
Gram  negative  diplococci.  The  first  glass  of  urine  contained 
shreds;  a Gram  stain  of  the  shreds  showed  intracellular 
Gram  negative  diplococci. 

The  patient  was  instructed  to  take  no  fluids  for  12  hours 
before  reporting  to  the  hospital  microbiology  laboratory  the 
following  morning.  His  first  glass  of  urine  had  numerous 
shreds,  and  Gram  negative  diplococci  were  seen  on  Gram 
stain.  Some  of  the  shreds  were  also  planted  on  Transgrow 
medium.  In  24  hours,  oxidase  positive  colonies  of  Gram 
negative  diplococci,  typical  of  Neisseria  gonorrheae,  were 
recovered. 

He  was  treated  with  procaine  penicillin,  4.8  million  units 
intramuscularly,  followed  by  Doxycycline  orally,  200  mg.  as 
a first  dose  and  100  mg.  twice  daily  for  one  week.  He  ignored 
the  advice  to  postpone  his  marriage.  Upon  return  from  his 
honeymoon,  he  was  asymptomatic;  there  was  no  urethral 
discharge,  but  shreds  persisted  in  the  first  glass  of  urine. 
Repeat  cultures  of  urine,  urethral,  and  prostatic  secretions 
were  negative  for  gonococci,  although  Group-B,  beta 
hemolytic  streptococci  were  recovered  from  the  prostatic 
secretion. 

Discussion 

The  widely  held  concept  that  women  are  the 
only  hidden  reservoir  of  gonorrhea  and  that 
chronic  gonorrhea  does  not  occur  in  men  is 
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fallacious.  Portnoy  et  aP  report  that  of  133  male 
contacts  of  women  with  culture  proven 
gonorrhea,  27  (about  20  per  cent)  had  asymp- 
tomatic gonorrhea.  In  a similar  study  of  314 
male  contacts,  Roberts  and  Glassco^  report  that 
19.4  per  cent  were  asymptomatic.  In  view  of  this, 
not  only  must  the  approach  to  the  epidemiology 
of  gonorrhea  be  changed,  but  physicians  must 
also  alter  their  appraisal  and  diagnostic 
procedure  in  the  management  of  individual 
cases.  Portnoy  et  aP  further  indicate  that  many 
of  the  physicians  they  contacted  in  a followup 
study  were  unaware  that  gonorrhea  should  even 
be  considered  in  asymptomatic  males. 

Our  patient  probably  carried  gonorrhea  in 
his  genital  tract  for  at  least  seven  years. 
Carpenter  and  WestphaP  found  an  asymp- 
tomatic carrier  state  lasting  for  several  years  in  a 
group  of  prisoners.  The  exact  mechanism  by 
which  the  organisms  remain  in  a viable  but  la- 
tent condition  in  the  host  is  unknown,  although 
bacterial  suppression  by  inadequate  doses  of  an- 
tibiotics and  the  emergence  of  resistant  mutants 
or  conversion  to  L-like  forms  may  be  plausible 
explanations. 

In  addition,  a more  exacting  diagnostic 
approach  is  required  for  the  asymptomatic  in- 
fected male.  This  reported  patient  was  ex- 
amined by  a number  of  physicians  and  tests 
were  performed  in  a number  of  laboratories 
before  the  correct  diagnosis  was  made.  Unless 
the  patient  is  carefully  examined,  a scant 
urethral  discharge  may  be  missed.  Prostatic 
secretion  may  be  of  aid,  although  Handsfield  et 
aP  did  not  find  any  instance  in  28  asymptomatic 
culture  positive  males  where  organisms  were 
found  in  prostatic  secretions  when  not  also  pre- 
sent in  urethral  smears.  They  conclude  that 
culture  of  the  anterior  urethra  is  the  most  sen- 
sitive method  of  making  the  diagnosis  in  asymp- 
tomatic males.  Riggs^  found  a close  correlation 
between  urethral  swabs  and  urine  culture  in  the- 
recovery  of  gonococci  from  500  males  who  were 
screened  in  a large  venereal  disease  clinic.  Study 
of  our  patient  shows  that  urine  culture  can  be  of 
diagnostic  aid  if  properly  performed.  An  over- 
night fluid  fast  prior  to  culture  is  helpful,  and  it 
is  important  to  collect  the  first  few  milliliters  of 
urine  (the  first  glass)  and  process  it  immediately 
for  culture.  Although  centrifugation  of  the  urine 
with  processing  of  the  sediment  is  customary,  it 
may  be  more  effective  to  scan  the  urine  for 
shreds  and  selectively  fish  these  out  for  direct 


Gram  stain  and  appropriate  culture.  In  any 
event,  the  urine  must  not  be  allowed  to  set  out 
for  any  length  of  time  due  to  its  rapid  toxic 
effects  on  gonococci. 

The  presence  of  intracellular  Gram  negative 
diplococci  from  the  urethra  of  asymptomatic 
males  may  not  have  the  same  diagnostic 
significance  as  it  does  when  a purulent  discharge 
is  present.  The  diagnosis  must  be  confirmed  by 
culture.  Lester-Martin  medium  known  as 
Transgrow  (enriched  chocolate  agar  to  which 
has  been  added  colistimethate,  nystatin  and 
vancomycin)  is  recommended  for  the  recovery  of 
N gonorrheaea.  Transgrow  bottles  contain  this 
medium  in  addition  to  an  overlay  of  5 per  cent 
CO2,  making  them  ideal  for  use  in  physicians  of- 
fices and  clinics.  Either  the  urethral  discharge  or 
urine  shreds  can  be  planted  directly  on  this 
medium.  It  is  important  not  to  slant  or  invert 
this  bottle  during  the  inoculation  as  CO2  is 
heavier  than  air  and  can  easily  escape. 

Our  patient  also  illustrates  the  treatment 
failure  resulting  from  inadequate  antibiotic 
therapy  when  the  diagnosis  has  not  been  made. 
Gonorrhea  treatment  schedules  have  been 
recently  published  by  the  Center  for  Disease 
ControF,  recommending  that  in  uncomplicated 
gonococcal  infections,  4.8  million  units  of 
aqueous  procaine  penicillin-G  be  administered 
intramuscularly,  divided  into  two  doses  and  in- 
jected at  different  sites,  immediately  preceded 
by  1 gram  of  probenicid  by  mouth.  Alternately, 
tetracycline  hydrochloride,  1.5  grams  initially 
by  mouth,  followed  by  0.5  grams  orally  per  day 
for  4 days  (total  dosage  9.5  grams)  can  be  used  in 
subjects  who  are  allergic  to  penicillin.  Other 
tetracyclines  are  no  more  effective  than  the 
hydrochloride  compound,  and  all  are  ineffective 
in  single  dose  therapy.  In  our  patient,  4.8  million 
units  of  procaine  penicillin-G  intramuscularly 
followed  by  Doxycycline,  200  mg.  orally  as  an  in- 
itial dose  and  100  mg.  twice  daily  for  7 days  was 
curative. 


Summary 

A man  with  a seven-year  history  of  chronic 
gonorrhea  has  been  presented  to  alert  physicians 
to  the  high  incidence  of  asymptomatic 
gonorrhea  in  male  contacts  of  females  with 
positive  disease.  It  is  imperative  that  all  such 
men  be  examined  and  cultured,  particularly  in 
the  absence  of  subjective  complaints. 
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Although  urethral  swabs  are  reported  to  be 
the  most  sensitive  technic  for  the  recovery  of 
gonococci  in  asymptomatic  males,  immediate 
culture  of  the  first  glass  of  urine  is  less 
traumatic,  yet  equally  as  effective.  In  our  ex- 
perience, an  overnight  fluid  fast  is  helpful.  The 
first  portion  of  voided  urine  should  be  visually 


examined  for  the  presence  of  shreds,  in  which 
the  bulk  of  organisms  are  found. 

The  prolonged  history  of  gonorrhea  in  this 
patient  illustrates  the  need  to  make  an  exact 
diagnosis  in  order  to  prescribe  an  adequate 
regimen  of  antibiotics.* 
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Fever  of  unknown  origin — update 


Martin  J.  Rubinowitz,  MD,  Denver* 


There  are  many  new  methods  available 
for  study  of  FUO.  Their  application  is 
discussed  in  a systematic  and  practical  way. 

Although  fever  of  unknown  origin  (FUO)  is  an 
intriguing  subject  to  most  physicians,  there  are 
relatively  few  articles  written  about  it.  Since 
Petersdorf  and  Beeson’s'  classic  paper  in  1961, 
an  increasing  number  of  diagnostic  tools  have 
become  available  to  the  clinician.  Many  of 
these,  when  used  properly,  may  yield  a 
diagnosis.  Petersdorf  and  Beeson’s  definition  of 
fever  of  unknown  origin  is  the  most  widely 
accepted  and  includes  the  following:'’^  (1)  fever 
of  greater  than  three  weeks  duration,  (2)  fever 
greater  than  101  degrees  each  day,  ^d  (3) 
diagnosis  not  obvious  after  one  week  of  in- 
vestigation. Two  brief  case  reports  illustrate  the 
need  for  the  proper  use  of  these  needed 
diagnostic  procedures. 

CASE  REPORTS 

Case  I:  A 79-year-oId  white  male  was  admitted  to  the 
hospital  on  December  14,  1969.  For  one  month,  he  had  had 
daily  fever  up  to  102  degrees,  chills,  malaise,  and  fatigue.  He 
denied  headaches,  visual  loss,  arthralgia,  and  myalgia. 
Treatment  with  three  short  courses  of  antibiotics  had  been 
unsuccessful.  Physical  examination  did  not  help  to  localize 
the  origin  of  his  symptoms. 

Abnormal  laboratory  data  included  a normochromic  nor- 
mocytic  anemia,  elevated  sedimentation  rate,  and  8 per  cent 
eosinophilia.  Normal  tests  included  multiple  blood  and 
urine  cultures,  liver  functions  and  gastrointestinal  studies. 

On  December  31,  1969,  he  was  subjected  to  exploratory 
laparotomy  which  was  negative.  Postoperatively,  a temporal 
artery  biopsy  was  performed  and  this  revealed  temporal 
arteritis.  He  responded  promptly  to  the  institution  of  steroid 
therapy.  He  was  discharged  January  14,  1970. 

Case  2:  A 56-year-old  white  female  was  admitted  to  the 
hospital  on  January  9,  1970.  One  week  before  admission,  she 
had  the  sudden  onset  of  periumbilical  pain,  beginning  one 
hour  postprandially.  Subsequently,  she  developed  anorexia. 


’From  the  Hematology-Oncology  Section,  the  Denver  Clinic,  Doctor 
Rubinowitz  is  Clinical  Instructor  in  Medicine,  University  of 
Colorado  School  of  Medicine,  Denver. 


weight  loss,  and  persistent  fever.  Her  physical  examination 
was  normal  except  for  periumbilical  and  epigastric 
tenderness  and  a small  right  axillary  node. 

Abnormal  laboratory  data  included  a normochromic  nor- 
mocytic  anemia  and  an  elevated  sedimentation  rate.  Nor- 
mal tests  included  gastrointestinal  x-rays,  LE  preps,  ANA, 
and  bone  marrow  examination. 

Axillary  node  and  temporal  artery  biopsies  were 
negative.  An  exploratory  laparotomy  revealed  a gastric  ulcer 
eroding  into  and  attached  to  the  distal  third  of  the  pancreas 
with  an  associated  abscess.  The  ulcer  was  resected  and  the 
abscess  drained.  The  patient  had  a complete  recovery.  En- 
doscopy would  have  established  the  diagnosis 
postoperatively. 

Blood  Tests 

The  classic  rheumatoid  arthritis  (RA)  test,  if 
positive,  must  be  interpreted  with  caution.  A 
titer  should  then  be  obtained.  A high  teter  such 
as  1:320  is  essentially  diagnostic  of  rheumatoid 
arthritis.  Lower  titers  can  be  present  in  a 
number  of  conditions  (See  Table  1).  Steroid  ad- 
ministration does  not  negate  the  test  as  it  can 
with  LE  preps  and  antinuclear  antibodies. 

Previously,  postive  LE  preps  have  been  con- 
sidered almost  diagnostic  of  systemic  lupus 
(SLE).  A lack  of  specificity  has  become  evident 
(Table  2).  Positive  preps  should  have  at  least 
three  classical  cells.  The  LE  prep  is  positive  in 
75-80  per  cent  of  patients  with  SLE  during  the 
course  of  the  disease,  but  a random  sample  at  a 
given  time  may  produce  only  a 25-40  per  cent 
yield.  A positive  test  for  antinuclear  antibodies 
is  diagnostic  of  SLE  if  a homogeneous  pattern 
with  a titer  of  1:80  or  higher  is  obtained.  Lower 
homogeneous  titers,  and  rim  and  speckled 
patterns  may  be  present  in  other  collagen  dis- 
eases, drug  hypersensitivity,  healthy  relatives  of 
ble  patients  and  rarely,  in  infections. 

Carcinoembryonic  antigen  (CEA)  is  a test 
developed  recently  which  may  be  helpful 
diagnostically  in  a patient  with  FUO.  Although 
it  is  not  recommended  currently  as  a screening 
test,  a very  high  CEA  titer  would  make  dis- 
seminated malignancy  likely.  Primary 
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TABLE  1 


TABLE  3 


Positive  RA  Tests 

1.  Collagen  diseases: 

SLE,  Sjogrens,  Polyarteritis,  Scleroderma 

2.  Infections: 

SLE,  TB,  Leprosy,  Shistosomiasis 

3.  Miscellaneous: 

Lupoid  hepatitis.  Sarcoidosis. 


LDH  Isoenzymes 

Number 

Source 

I , 

II 

Myocardium 

III, 

IV 

Tumor;  tissue  destruction  or  repair 
infection,  inflammation. 

V 

Liver  or  skeletal  muscle. 

TABLE  2 

Positive  LE  Preps 

1.  Collagen  diseases: 

A.  Rlieumatoid  arthritis. 

B.  Scleroderma. 

C.  Polyarteritis. 


TABLE  4 

CPK  Isoenzymes 

Number  Origin 

I 

II 

III 

III  (alone) 


Brain 

(10%)  Heart 
(90%)  Heart 
Skeletal  muscle 


2.  Drugs: 

A.  Cardiac-apresoline,  procainamide. 

B.  Antiobiotics-  tetracycline,  sulfadiazine, 
gr iseofulvin . 

C.  Anticonvulsants-  Dilantin,  mephenytoin, 
tr imethidione . 

D.  Others-  PTU,  oral  contraceptives. 

3.  Miscellaneous  conditions: 

Rarely  in  miliary  TB,  leukemia,  dermatitis, 

herpetiformis,  PA,  myeloma,  TTP, discoid  lupus. 

malignancies  of  the  gastrointestinal  (especially 
the  colon)  and  genitourinary  tracts,  lung,  and 
breast  may  produce  an  elevated  CEA.  Unfor- 
tunately, the  test  is  positive  in  many  benign 
pulmonary  and  hepatic  diseases,  but  titers  are 
usually  low.  In  the  near  future,  specific  tests  to 
determine  the  exact  primaries  will  undoubtedly 
become  available.^ 

Patients  with  FUO,  not  infrequently,  have 
an  elevated  alkaline  phosphatase.  Two  new  tests 
are  available  for  determination  of  the  source.  A 
sensitive  hepatic  enzyme,  gamma  glutamyl 
transpeptidase  (GGTP),  when  elevated,  points 
toward  hepatic  origin.  If  the  test  result  is 
equivocal,  isoenzymes  of  alkaline  phosphatase 
will  usually  define  the  source  (i.e.,  bone  or 
liver ).■*  Similarly  if  the  patient  has  an  elevated 
LDH  or  CPK,  isoenzymes  here  will  often  prove 
useful  (See  Tables  3 and  4). 

Radiographic  procedures 

Lymphangiography  may  be  useful  in  the 
following  ways:  (1)  A definite  diagnosis  may  be 
established,  especially  with  lymphomas  and  car- 


cinomas. (2)  The  study  directs  the  surgeon  to  in- 
volved nodes,  the  dye  producing  nodal  hyper- 
plasia which  makes  them  easier  to  find  at  sur- 
gery, and  films  taken  on  the  operating  table  en- 
sure removal  of  the  involved  node(s).  (3)  The 
procedure  is  helpful  in  evaluating  nodal 
response  to  radiotherapy  and/or  chemotherapy, 
since  the  dye  may  remain  in  the  nodes  for  a year 
or  longer  and  nodal  changes  may  be  followed 
with  serial  flat-plates.  The  disadvantages  of  this 
study  include  the  following:  (1)  It  may  obscure 
the  pathologic  diagnosis  by  producing  a giant 
cell  reaction.  (2)  It  is  another  diagnostic 
procedure  which  may  further  debilitate  an 
elderly  or  ill  patient  already  subjected  to  long 
diagnostic  workup.  (3)  Oil  embolization  is  a 
potential  complication,  especially  in  patients 
with  severe  pulmonary  insufficiency.  (4)  There 
are  15  per  cent  false-positives  and  15  per  cent 
false-negatives. 

Other  new  radiographic  procedures  which 
might  be  valuable  diagnostically  in  select 
situations  are  as  follows:  (1)  Renal  arteri- 
ography: In  patients  with  FUO,  this  procedure 
may  reveal  a small  hypernephroma  or 
polyarteritis.  (2)  Hepatic  arteriography:  If  the 
patient  has  abnormal  hepatic  functions,  a nor- 
mal liver  scan,  and  even  a normal  liver  biopsy, 
this  procedure  may  help  to  detect  small 
centrally  located  metastases.  Polyarteritis  may 
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be  diagnosed  by  this  procedure  also.  (3)  Ab- 
dominal ultrasound:  Ultrasound  is  becoming  a 
more  useful  diagnostic  modality,®  and  it  will 
often  be  helpful  when  conventional  radiographic 
procedures  have  been  nondiagnostic.  Ex- 
traluminal abdominal  pathology  can  be 
detected  with  considerable  accuracy,  including 
a variety  of  retroperitoneal  masses.  (4)  Other 
procedures  of  value  include  lung  scans  for 
detecting  subtle  pulmonary  emboli,  combined 
liver-lung  scans  for  detecting  subdiaphragmatic 
abscesses,  bone  scans  for  detecting  occult  bony 
lesions,  gallium  scans  for  detecting  occult 
abscesses  and  nodal  disease  and  computerized 
axial  tomography  (CAT)  for  detecting  occult 
CNS  pathology. 

Endoscopic  procedures: 

Gastrointestinal  endoscopy  is  often  helpful 
in  patients  with  unexplained  upper  abdominal 
pain  in  which  the  upper  G.I.  series  is  negative. 
The  yield  for  detecting  occult  ulcers  is  increased 
approximately  10-15  per  cent.  If  a suspicious 
gastric  or  esophageal  lesion  is  found,  biopsy 
and/or  brush  cytology  should  be  performed. 
Retrograde  cholangiopancreatography  is  per- 
formed through  the  endoscope  by  catheterizing 
the  common  and/or  pancreatic  ducts,  and  in- 
dications include  (1)  jaundice,  presumably  of 
extra-hepatic  origin,  (2)  unexplained  biliary 
colic,  and  (3)  suspected  pancreatic  disease.® 
This  procedure  is  associated  with  overall  com- 
plication rate  of  5 per  cent,  primarily  consisting 
of  pancreatitis,  cholangitis  and  sepsis,  thus 
necessitating  careful  patient  selection  and 
preparations  for  immediate  surgery  in  some  in- 
stances.'^ Through  a long  flexible  colonoscope, 
lesions  as  far  proximal  as  the  cecum  can  be  biop- 
sied.  A patient  who  is  a poor  surgical  candidate 
and  has  a lesion  visualized  on  barium  enema 
could  have  a biopsy  by  means  of  this  in- 
strument. 

Surgical  procedures: 

Temporal  artery  biopsy  is  a useful  procedure 
which  has  been  largely  overlooked  until 
recently.®  The  indications  are  as  follows:  (1) 
FUO  if  the  patient  is  over  45  years  of  age  and  has 
an  elevated  sedimentation  rate.  This  is  the  ma- 
jor indication,  and  subsequent  ones  just 
heighten  the  index  of  suspicion.  (2)  Headaches, 
especially  if  temporal,  and  a palpable  tender 
temporal  artery  is  present.  (3)  Proximal  girdle 
myalgia  and/or  arthralgia.  (4)  Symptoms  of 
vascular  insufficiency.  (5)  Anemia,  elevated 


sedimentation  rate,  and  reversed  A/G  ratio.  A 
temporal  artery  biopsy  may  spare  the  patient  a 
major  surgical  procedure.  The  biopsy  may  be 
negative  and  the  patient  may  still  have  arteritis, 
since  this  is  a segmental  disease  and  there  may 
be  little  or  no  involvement  of  the  temporal 
artery  with  disease  present  elsewhere.  The  yield 
may  be  enhanced  if  proceeded  by  temporal 
arteriography.® 

Biopsy  by  mediastinoscopy  is  of  value  in 
suspected  malignant  mediastinal  disease, and  is 
particularly  useful  in  sarcoidosis  in  a patient 
with  hilar  but  without  peripheral  adenopathy. 
Peritoneoscopy  is  a valuable  examination  for 
several  reasons:  (1)  guided  liver  biopsies  may  be 
obtained,  (2)  gross  peritoneal  pathology  may  be 
biopsied  and  spleen  size  may  be  determined, 
and  (3)  the  procedure  is  relatively  safe,  does  not 
require  general  anesthesia  and  bleeding  from 
biopsy  sites  can  be  observed  and  controlled. 

Exploratory  laparotomy  will  be  discussed 
next.  Indications  include  (1)  debility  and 
progressive  disease,  (2)  weight  loss,  very  high 
sedimentation  rate  and  anemia,  and  (3) 
presence  of  abdominal  symptoms.  Some  dis- 
agreement exists  regarding  the  validity  of  the 
last  as  a proper  indication.  The  Ohio  State  in- 
vestigators found  that  all  negative  laparotomies 
had  abdominal  symptoms  so  that  their  pres- 
ence was  of  little  help  in  the  decision  for 
operation.^®  Moreover,  in  the  Mayo  series,” 
thirty  of  the  seventy  patients  were  without  gas- 
trointestinal symptoms,  but  60  per  cent  precise 
and  20  per  cent  less  precise  diagnoses  were  ob- 
tained. 

Important  information  in  this  regard, 
gleaned  from  articles  published  by  three  groups 
reporting  a large  number  of  exploratory 
laparotomies  for  FUO,  can  be  summarized  as 
follows. The  yield  from  exploratory 
laparotomy  ranges  from  57  to  82  per  cent. 
Malignancy,  especially  lymphomas  and  infec- 
tions, particularly  tuberculosis  and  biliary  tract 
diseases,  were  the  most  common  diagnosable 
diseases  by  laparotomy.  Collagen  disease  was 
only  occasionally  diagnosed  by  laparotomy. 
Granulomatous  disease  of  the  liver  may  be 
found  and  its  specific  etiology  may  never  be 
ascertained.  If  the  exploration  is  entirely 
negative  except  for  splenomegaly,  splenectomy 
is  indicated  to  exclude  lymphoma.  A positive 
laparotomy  is  most  likely  if  the  patient  has  a 
pleural  effusion,  hepatomegaly,  splenomegaly, 
an  abdominal  mass,  ascites,  fever  of  greater 
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than  two  months  duration,  increased  alkaline 
phosphatase,  or  abnormal  gastrointestinal  or 
genitourinary  x-rays.  The  surgeon  should  place 
silver  clips  around  the  tumor  so  that  the 
radiologist  can  define  the  fields  postoperatively 
if  the  patient  has  potentially  radiatable  disease. 
What  constitutes  a good  laparotomy  from  the 
surgical  standpoint  is  well  outlined  in  the  Johns 
Hopkins  series. 

The  Mayo  Clinic  investigators  found  that 
laparotomy  was  associated  with  only  slight  mor- 
bidity and  mortality. “ In  the  Ohio  State 
series,'®  almost  all  of  the  patients  were  am- 
bulatory and  eating  within  48  hours  and  dis- 
charged within  ten  days.  Seventy-six  per  cent  of 
their  patients  benefited  from  the  procedure.  The 
Johns  Hopkins  group  emphasized  that  one 
should  not  proceed  with  laparotomy  hastily, 
because  20  per  cent  of  their  patients  recovered 
spontaneously.'^  The  absence  of  major  system 
involvement  and  abdominal  signs  and  symp- 
toms also  allowed  one  to  defer  laparotomy  unless 
the  condition  of  the  patient  deteriorated  during 
the  observation  period. 

According  to  Petersdorf  and  Beeson,  the 
procedures  most  fruitful  were  biopsy  and 
laparotomy,  even  though  two-thirds  of  the  biop- 
sies were  not  diagnostic.'  Liver  and  node  biop- 
sies were  the  most  rewarding.  They  advised 
avoiding  inguinal  nodes  because  of  the  non- 
specific inflammatory  changes  often  seen  there. 
Marrow  aspiration  was  of  little  help,  but  marrow 
biopsy  was  occasinally  diagnostic.  Recently,  it 


has  been  shown  that  performing  bilateral  iliac 
crest  biopsies  enhances  the  yield  for  diagnosing 
lymphomas.'®  X-ray  procedures  although  only 
diagnostic  in  five  cases,  often  produced  valuable 
information  in  many  others,  especially  chest, 
gastrointestinal  and  genitourinary  studies. 

Summary 

The  application  of  new  methods  may  yield  a 
diagnosis  in  patients  with  fever  of  unknown 
origin.  Helpful  blood  tests  include  the  RA  test, 
LE  prep,  ANA,  CEA,  GGTP,  and  isoenzymes  of 
alkaline  phosphatase,  LDH  and  CPK. 
Radiographic  procedures  that  are  useful 
diagnostically  include  lymphangiography;  renal 
and  hepatic  arteriography;  abdominal  ul- 
trasound; and  lung,  liver,  bone,  gallium,  and 
CAT  scans.  Endoscopy,  with  or  without 
cholangiopancreatography  and  colonoscopy, 
may  povide  an  answer.  Surgical  procedures,  in- 
cluding temporal  artery  biopsy,  mediast- 
inoscopy, and  liver  biopsy  may  spare  the  patient 
a laparotomy.  The  indications  for  and  the  yield 
from  exploratory  laparotomy  are  discussed. 
Inasmuch  as  many  diseases  presenting  as  unex- 
plained fever  are  amenable  to  curative  or 
palliative  treatment,  it  is  proper  to  try  in  a 
thoughtful  systematic  way  to  establish  the 
diagnosis.  • 
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Intra-aortic  balloon  pumping 
in  cardiogenic  shock 


C.  O.  Brantigan,  MD  and  A.  R.  Hopeman,  MD,  Denver* 


An  aggressive  approach  to  the  management 
of  pump  failure  is  presented  based  on 
experience  with  intra-aortic  balloon 
pumping  for  patients  with  cardiogenic 
shock  due  to  myocardial  infarction  or 
cardiogenic  shock  following  open  heart 
surgery. 


The  value  of  intra  aortic  balloon  pumping  as  an 
adjunct  to  the  treatment  of  cardiogenic  shock 
associated  with  sepsish  myocardial  infarction^ 
drug  intoxication^,  failure  to  wean  from  car- 
diopulmonary bypass'*'®,  and  cardiac  valve 
dysfunction®  has  been  clearly  documented.  This 
modality  has  been  valuable  in  creating  pulsatile 
flow  during  cardiopulmonary  bypass^,  and  in  the 
preoperative  support  of  patients  with  markedly 
depressed  left  ventricular  function®,  crescendo 
angina®' ventricular  septal  defect  due  to  septal 
infarction®,  or  venticular  irritability**.  Balloon 
pumping  has  added  a new  dimension  to  the 
treatment  of  pump  failure,  and  should  be  an  in- 
tegral part  of  any  hospital  coronary  care  center. 
This  paper  documents  the  Denver  General 
Hospital  experience  with  balloon  pumping  for 
cardiogenic  shock. 

A previous  paper  documented  our  experience 
with  balloon  pumping  at  St.  Luke’s  Hospital, 
Denver'*.  The  patients  in  this  previous  series 
were  primarily  post-surgical  patients  assisted 
with  AVCO  equipment.  Most  patients  in  the 
series  to  be  described  were  in  cardiogenic  shock 
from  myocardial  infarction,  and  were  assisted 

*From  the  Division  of  Cardio-Thoracic  Surgery,  Denver  General 
Hospital,  Denver.  Address  reprint  requests  to:  A.  R.  Hopeman,  MD, 

Denver  General  Hospital,  Denver. 


with  Datascope  equipment.  The  combined  ex- 
perience with  these  two  groups  of  patients  has 
provided  a unique  opportunity  to  compare  the 
available  equipment  in  clinical  use,  and  more 
importantly,  it  has  led  to  a systematic  and 
aggressive  approach  to  the  treatment  of  pump 
failure. 

Materials  and  Methods 

Twenty-four  patients  have  been  treated  for  cardiogenic 
shock  with  the  intra-aortic  balloon  pump  since  Datascope 
equipment  was  purchased  in  1972.  All  patients  were 
heparinized.  Twenty  were  in  cardiogenic  shock  secondary  to 
acute  coronary  insufficiency,  one  was  in  septic  shock,  and 
two  were  in  shock  following  coronary  artery  bypass.  In  one 
patient  with  acute  coronary  insufficiency,  shock  was 
primarily  from  intractable  arrhythmia.  Of  the  two  patients 
in  postoperative  shock,  one  had  myocardial  infarction  with 
cardiogenic  shock  while  awaiting  elective  coronary  surgery. 
Immediate  cardiopulmonary  bypass  and  coronary  artery 
bypass  were  performed  and  the  balloon  pump  was  used  in  an 
unsuccessful  attempt  to  wean  him  from  bypass. 

Table  1 gives  the  characteristics  of  the  patient  pop- 
ulation. Early  in  the  series,  the  critically  ill  patient  was  tran- 
sported from  the  ninth  floor  intensive  care  unit  to  the 
operating  room  on  the  second  floor  for  the  procedure. 
Beginning  in  July  1974,  all  procedures  were  carried  out  un- 
der local  anesthesia  at  the  bedside.  A balloon  pump  cart, 
kept  in  the  operating  room,  can  be  moved  to  the  bedside  in  a 
matter  of  minutes,  and  contains  all  of  the  instruments  and 
equipment  necessary  for  the  procedure.  The  operating  team 
is  independent  of  both  ward  personnel  and  supplies.  Such 
bedside  surgery  is  carried  out  smoothly,  rapidly,  and  safely. 

Results 

Nineteen  of  twenty-four  patients  responded  to  intra- 
aortic balloon  pumping  with  a stabilization  of  clinical  state 
(rise  in  blood  pressure  and  urine  output  or  a decrease  in 
pressor  requirement);  in  two  of  these,  delay  in  instituting 
balloon  pumping  may  have  contributed  to  their  eventual 
demise.  Four  patients  showed  no  response;  of  these,  two 
were  beyond  help  when  pumping  was  instituted,  and  one 
patient  could  not  be  weaned  from  cardiopulmonary  bypass 
with  balloon  assist.  One  patient,  the  first  in  the  series, 
clearly  never  needed  balloon  pumping  as  he  converted  atrial 
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fibrilation  to  a normal  sinus  rhythm  after  the  pump  was  in- 
serted, resolving  his  shock  before  active  pumping  was  begun. 
Cardioversion  would  have  been  more  appropriate  therapy. 

Of  the  twenty-three  patients,  two  had  balloon  pumping 
for  post-cardiotomy  shock;  one  survived,  and  the  other  died 
as  noted  above.  Balloon  pumping  was  initiated  after  a 
twenty-four  hour  delay  to  assist  one  patient  in  septic  shock. 
Although  there  was  some  initial  response,  she  subsequently 
died. 

Excluding  the  above  patients  and  the  first  patient  in  the 
series,  there  were  twenty  who  underwent  balloon  pumping 
for  shock  secondary  to  ischemic  heart  disease.  In  six 
patients,  balloon  pumping  bought  time  for  coronary 
arteriography  and  emergency  surgery;  two  of  these  patients 
survived  to  be  discharged  from  the  hospital;  both  had 
arrived  in  the  emergency  room  in  cardiac  arrest.  Fourteen 
patients  were  treated  with  balloon  pumping  who  did  not  un- 
dergo bypass  surgery.  Five  survived  and  nine  died.  In  three 
of  the  nine  deaths  there  was  excessive  delay  in  instituting 
balloon  pumping,  and  in  one  patient  balloon  pumping  was 
prematurely  discontinued.  Four  patients  died  without 
attempt  at  coronary  arteriography;  in  one  of  these,  early 
arteriography  would  undoubtedly  have  demonstrated  the 
pericardial  tamponade  which  initiated  the  sequence  of 
events  that  led  to  his  demise. 

Insertion  problems  were  encountered  in  five  patients. 
Severe  generalized  arteriosclerosis  prevented  insertion  of 
the  balloon  catheter  into  the  femoral  artery  on  the  first 
attempt  in  five  patients.  In  four,  the  opposite  femoral  artery 
was  cannulated  successfully.  In  no  case  was  it  necessary  to 
cannulate  the  iliac  arteries,  or  the  thoracic  aorta.  In  the  fifth 
case,  following  emergency  aortocoronary  bypass,  neither 
femoral  artery  could  be  cannulated,  and  the  catheter  was  in- 
serted through  a graft  attached  to  the  abdominal  aorta.  In 
this  patient,  the  catheter  entered  the  false  channel  of  a dis- 
secting aneurysm  caused  by  cardiopulmonary  bypass. 

Complications  were  observed  in  seven  patients.  Leg 
ischemia  developed  in  four  patients.  In  one  patient,  mild 
ischemia  required  no  treatment.  In  two  patients,  moderate 
ischemia  developed  requiring  surgical  revision  of  the  femoral 
artery.  One  patient  developed  severe  ischemia  with  a 
necrotic  anterior  compartment  of  the  leg  even  though  the 
balloon  pump  was  switched  to  the  opposite  leg.  Another 
patient  became  paraplegic  following  balloon  pumping,  but  it 
is  uncertain  whether  this  spinal  artery  syndrome  was  a com- 
plication of  balloon  pumping  or  cardiopulmonary  bypass. 
One  patient  developed  an  intercerebral  hemorrhage  secon- 
dary to  anticoagulation. 

Discussion 

The  intra-aortic  balloon  pump  is  a left 
ventricular  assist  device  which  pumps  from 
within  the  thoracic  aorta.  Under  local 
anesthesia  at  the  bedside,  a prosthetic  graft 
is  anastomosed  to  the  femoral  artery,  and  a 
catheter  with  an  inflatable  chamber  is  inserted 
through  the  graft  into  the  aorta  (Fig.  1).  The 
catheter  is  measured  and  marked  to  bring  the 
tip  to  a position  just  below  the  origin  of  the  left 
subclavian  artery.  During  diastole,  the  balloon 
is  inflated  (usually  to  40  cc  in  adults),  and  that 
volume  of  blood  is  displaced,  thus  increasing 
effective  cardiac  output,  and  raising  diastolic 
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pressure  above  systolic.  When  systole  occurs, 
the  gas,  in  this  case  CO2,  is  actively  sucked  from 
the  balloon,  making  way  for  blood  pumped  by 
the  heart. 

Arterial  pressure,  monitored  via  strain  gauge 
attached  to  a radial  artery  catheter,  is  displayed 
on  an  oscilloscope.  Nurses,  assisted  by 
electronics  from  the  pump  console,  synchronize 
the  arterial  pressure  tracing  and  the  EKG  with 
pumping  action.  Constant  nursing  attention  is 
required.  When  the  catheter  is  to  be  removed, 
the  arterial  graft  is  cut  so  as  to  leave  a 3 mm  rim 
of  graft  attached  to  the  femoral  artery.  Fogarty 
catheters  are  passed  proximally  and  distally  to 
remove  thrombus  material,  and  the  arteriotomy 
is  closed  using  the  rim  of  the  graft.  Since  the 
patients  are  in  far  better  condition  by  this  time, 
the  procedure  is  generally  carried  out  under 
local  anesthesia  in  the  operating  room.  Any 
other  required  femoral  artery  reconstruction, 
such  as  endarterectomy  or  patch  grafting,  can  be 
carried  out  at  the  same  time. 

The  only  contraindication  to  balloon  pump- 
ing is  aortic  insufficiency.  Transmission  of  the 
diastolic  pressure  surge  to  the  ventricular  wall 
often  worsens  left  ventricular  hemodynamics. 

The  indication  for  balloon  pumping  is  “car- 
diogenic shock.”  Since  low  blood  pressure  alone 
is  a poor  measure  of  cardiogenic  shock,  other 
parameters  must  be  considered  before  the 
patient  becomes  a candidate  for  the  balloon 
pump.  A blood  pressure  of  90  is  adequate  for 
most  patients,  but  may  indicate  severe  shock  in 
the  previously  hypertensive  patient.  On  the 
other  hand,  some  patients  physiologically  de- 
fend their  blood  pressures  with  such  intense 
vasoconstriction  that  they  have  normal  central 
blood  pressure  when  they  simultaneously  have 
multisystem  failure  due  to  poor  perfusion.  These 
patients  are  in  shock,  regardless  of  their  blood 
pressure.  Peripheral  constriction  and  poor  perfu- 
sion of  the  nail  beds  coupled  with  poor  urine  out- 
put or  obtundation,  even  in  the  absence  of 
hypotension,  indicates  shock.  We  have 
described  one  such  patient  whose  shock  state 
was  reversed  by  balloon  pumping^^. 

Arterial  acidosis  is  said  to  be  a good  indicator 
of  cardiogenic  shock,  but  unfortunately  it  is  a 
late,  and  almost  preterminal  indicator  of  poor 
perfusion.  Tissue  gases  are  a more  sensitive  in- 
dicator of  poor  perfusion,  but  since  equipment 
to  accurately  measure  tissue  gases  is  not  readily 
available,  we  prefer  to  base  diagnosis  on 
physical  examination  and  measurement  of  a few 
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Patients  Undergoing  Intra-aortic  Balloon  Pumping  at 
Denver  General  Hospital  Between  August  1972  and  June 
1975 


AGE 

SEX 

DATE 

DAYS 

RESULT 

COMMENT 

65 

F 

Aug  1972 

1 

Ischemic  leg#  cerebellar 
hemorrhage 

Converted  to  NSR  when  pump 
inserted.  Pum.p  not  used. 

47 

M 

May  1973 

1 

Improved 

Died  during  coronary  arteriography. 

46 

M 

May  1973 

2 

Responded  well/  ischemic 
leg 

Discharged  from  hospital  without 
surgery . 

62 

M 

July  1973 

1 

Responded  well,  ischemic 
leg 

Dwindled  and  died.  No  arteriography. 

75 

M 

Sept  1973 

1 

No  response 

Excessive  delay  in  instituting  lABP. 

70 

M 

Nov  1973 

1 

Died  during  insertion 

Technical  arterial  problems. 

53 

M 

Jan  1974 

3 

No  response 

Died  two  days  after  coronary  surgery. 
Excessive  delay  in  instituting  lABP, 

33 

M 

Jan  1974 

4 

Responded  well 

Discharged  without  surgery. 

69 

F 

Jan  1974 

1 

Responded 

Died  of  arrhythmia. 

46 

F 

Jan  1974 

2 

Responded  well,  ischemic 
leg  spinal  artery  syndrome 

Found  on  ward  dead  in  bed.  Post 
coronary  bypass . 

Feb  1974 

2 

Responded 

Shock  post  coronary  bypass . 

Discharged  from  hospital. 

53 

M 

Mar  1974 

3 

Good  response 

Admitted  in  cardiac  arrest.  Discharged 
from  hospital  after  coronary  artery 
bypass . 

49 

F 

May  1974 

1 

Responded  first  time.  No 
response  on  reinsertion 

Admitted  in  arrest.  lABP  removed 
prematurely.  Died. 

45 

M 

Apr  1974 

1 

Responded  then  deteriorated 

Response  delayed  bypass  surgery. 

Died  post  bypass. 

76 

M 

July  1974 

1 

Responded  briefly 

Moribund  when  inserted. 

57 

M 

Aug  1974 

8 

Responded  well.  Abdominal 
angina  when  lABP  prematurely 
discontinued 

Not  surgical  candidate.  Discharged 
without  surgery. 

74 

F 

Sept  1974 

2 

Responded 

Septic  shock.  Excessive  delay. 

Died . 

67 

F 

Sept  1974 

2 

Responded  well 

Discharged  without  surgery. 

56 

M 

Oct  1974 

5 

Responded  well 

Evacuation  of  hemopericardium. 

Weaned  from  lABP.  Died  of  renal 
failure  and  gram  negative  sepsis. 

38 

M 

Dec  1974 

2 

Responded  well.  Mild  leg 
ischemia.  Inserted  for 
rhythm  problems  as  well  as 
shock 

Coronary  bypass,  excision  of  left 
ventricular  aneurysm.  Unremarkable 
post-op  course. 

62 

M 

Jan  1975 

1 

Inserted  in  attempt  to  get 
off  cardiopulmonary.  Bypass 
after  emergency  coronary  by- 
pass for  cardiogenic  shock. 

Balloon  entered  a dissecting  aneurysm 
caused  by  cardiopulmonary  bypass. 

59 

M 

Feb  1975 

3 

Unstable  BP  and  rhythm, 
responded 

Survived  without  surgery. 

59 

M 

May  1975 

2 

Arrest,  responded  but  died 

No  coronary  arteriography. 

59 

M 

June  1975 

6 

Admitted  cardiac  arrest, 
improved  by  lABP 

Coronary  arteriogram  emergency 
coronary  artery  bypass.  Died 

five  days  later. 
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Fig.  1.  Diagram  showing  placement  of  balloon  catheter  in 
the  thoracic  aorta. 


simple  parameters,  such  as  tissue  perfusion  and 
urine  output.  Cardiogenic  shock  can  be  detected 
clinically  before  acidosis  is  observed. 

The  balloon  pump  assists  the  failing  myocar- 
dium in  three  important  ways®’^^.  By  displacing 
blood  during  diastole,  the  pump  increases  car- 
diac output  approximately  500  cc  per  minute.  In 
the  typical  patient  in  cardiogenic  shock,  this 
amounts  to  an  assist  of  twenty-five  per  cent  or 
more.  By  actively  contracting  just  before 
systole,  a sudden  decrease  in  pressure  is 
produced  in  the  aorta,  reducing  the  after  load  on 
the  heart.  Since  myocardial  work,  and  hence 
myocardial  oxygen  consumption,  is  related  more 
to  myocardial  wall  tension  than  actual  amount 
of  blood  pumped,  myocardial  oxygen  require- 
ment is  decreased.  By  increasing  diastolic 
pressure,  usually  above  systolic  pressure,  blood 
flow  to  the  myocardium  is  increased,  since  this 
blood  flow  occurs  during  diastole.  Increased  car- 
diac output,  decreased  myocardial  oxygen  re- 
quirement, and  increased  myocardial  blood  flow 
decrease  the  size  of  the  myocardial  infarct,  par- 
ticularly when  pumping  is  instituted  soon 
enough  to  help  the  relatively  ischemic  area  sur- 
rounding the  infarct. 


MYOCARDIAL  INFARCTION 
PLUS  LOW  BLOOD  PRESSURE. 


CORRECTION  OF  ARRHYTHMIA  S BLOOD  CHEMISTRY 
ANTIARRHYTHMIC  DRUGS  •; 

PACEMAKER  AS  APPROPRIATE 

CARDIOVERSION  _ ^ 


RESOLUTION  OF  SHOCK 
NO  SURGERY 


• \ 


RESOLUTION  OF  SHOCK 
NO  SURGERY 


SHOCK  PERSISTS  ADJUST 
PA.  WEDGE  PRESSURE  TO 


20mm/Hg 

FLUIDS 

DIURETICS 

PHLEBOTOMY 


AS 

APPROPRIATE 


RESOLUTION  OF  SHOCK. 

NO  SURGERY. 


SHOCK  PERSISTS  DIGITALIZE 


SHOCK  RESOLVES.  NO 
SURGERY  FOR  NOW,  BUT  ^ 
HAVE  INTRAAORTIC  BALLOON 
PUMP  READY  FOR  ANY 
DETERIORATION. 


LOW  DOSE  PRESSORS 
DOPAMINE  OR  LEVOPHED  S 
REGITINE 


SHOCK  RESOLVES.  CORONARY  SHOCK  PERSISTS  INTRAAORTIC 

BYPASS  SURGERY  IF  PATIENT  ^ BALLOON  PUMP  FOLLOWED  BY 
STILL  REQUIRES  INTRAAORTIC  CORONARY  ARTERIOGRAPHY 

AT  24  HCWRS  OR  IF  CONDITION  ■ 

DETERIORATES.  * 

SHOCK  PERSISTS  IMMEDIATE 
REPAIR  OR  BYPASS  OF 
OPERABLE  LESIONS. 


Fig.  2.  Flow  sheet  diagramming  treatment  of  low  blood 
pressure  from  myocardial  infarct. 


Pressors,  on  the  other  hand,  particularly  the 
catacholamines,  often  adversely  affect  the 
myocardial  oxygen  supply  demand  ration*®-®.  To 
the  extent  that  they  increase  blood  pressure, 
they  increase  myocardial  wall  tension  and 
myocardial  oxygen  demand.  To  the  extent  that 
they  increase  heart  rate  above  normal,  they 
decrease  the  diastolic  interval  and  decrease  cor- 
onary flow.  The  increase  in  output  thus 
produced  compensates  somewhat  for  this 
adverse  ratio,  but  the  overall  effect  is  often  to  in- 
crease infarct  size.  Pressors  are  necesary  to 
maintain  blood  pressure  while  as  many 
physiologic  parameters  as  possible  are  stabilized 
and  while  the  balloon  catheter  is  inserted.  They 
are  at  times  required  to  supplement  balloon 
pumping.  Under  these  circumstances,  we  prefer 
dopamine  200  mg  or  levophed  8 mg  plus  regitine 
5 mg  in  250  cc  dripped  at  a rate  that  maintains 
adequate  tissue  perfusion. 
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Intra-aortic  balloon  pumping  can  produce  a 
dramatic  reversal  of  the  shock  picture.  Seventy 
to  eighty-five  per  cent  of  patients  respond  with 
increased  blood  pressure  and  better  tissue  per- 
fusion’®. In  this  series,  nineteen  of  twenty-two 
patients  responded.  Unfortunately,  in  all  but 
approximately  twenty  per  cent  of  the  patients, 
the  response  is  only  temporary,  and  the  patient 
relapses  into  shock.  In  most  patients,  such  an 
assist  only  buys  time  to  correct  the  cause  of  sep- 
sis, to  repair  a malfunctioning  valve,  or  to 
revascularize  the  heart.  In  acute  myocardial 
ischemia,  pumping  coupled  with  early  surgical 
intervention,  when  indicated,  can  increase  the 
salvage  rate  from  43  to  51  per  cent’^-’®.  In  the 
current  series  where  surgical  intervention  was 
neither  consistent,  early,  nor  aggressive,  seven  of 
nineteen,  or  37  per  cent  of  the  patients  were 
salvaged.  Both  patients  who  survived  after 
balloon  pumping  and  surgery  arrived  in  the 
emergency  room  in  cardiac  arrest. 

Based  on  these  experiences  and  those 
previously  reported  in  post-operative  patients, 
we  have  systematized  our  approach  to  cardiac 
pump  failure  (Fig.  2).  When  a patient  arrives  in 
the  emergency  room  in  shock  after  a myocardial 
infarction,  three  things  should  be  done  rapidly 
to  stabilize  his  blood  pressure.  Cardiac 
arrhythmias  should  be  converted  to  the  most  ef- 
ficient rhythm  possible,  using  drugs,  a tem- 
porary transvenous  pacemaker,  or  cardioversion. 
A Swan  Ganz  catheter  should  be  inserted  per- 
cutaneously  through  the  subclavian  vein  and 
passed  under  pressure  or  fluoroscopic  control  to 
the  pulmonary  wedge  position,  and  the 
pulmonary  artery  wedge  pressure  adjusted  to  20 
mm  Hg  by  fluid  push,  diuretics,  or  phlebotomy 
as  necessary.  The  patient  should  be  rapidly 
digitalized  intravenously.  Optimization  of 
rhythm,  fluid  volume,  and  digitalization  should 
take  no  longer  than  three  hours.  If  at  this  time 
pressors  are  required  to  keep  the  patient  out  of 
shock,  he  is  in  a group  whose  mortality, 
managed  medically,  approaches  one  hundred 
per  cent’®.  Balloon  pumping  should  be  in- 
stituted without  delay. 

Once  the  patient  is  being  assisted,  he  should 
undergo  cardiac  catheterization  and  coronary 
arteriography.  These  studies  should  be  carried 
out  promptly  while  the  patient  is  relatively 
stable,  so  that  intelligent  management  decisions 
can  be  made.  If  he  deteriorates,  continues  to  re- 
quire pressors,  or  is  pump  dependent  at  twenty- 
four  hours,  and  studies  show  a repairable  lesion. 


surgery  should  be  undertaken.  The  pump  can  be 
used  during  surgery  to  provide  pulsatile  flow 
during  bypass  and  to  wean  the  patient  from  the 
heart  lung  machine. 

The  duration  of  time  that  balloon  pumping 
can  be  safely  carried  out  has  yet  to  be  defined.  In 
at  least  one  patient  pumping  has  been  carried 
out  for  seven  weeks  with  only  manageable  com- 
plications’®. Undefined  as  well,  is  the  point  of 
diminishing  returns.  Some  surgeons  believe  that 
patients  requiring  support  for  longer  than  a 
week  are  doomed  and  they  report  significant  in- 
cidence of  pump  dependence.  We  have  some 
survivors  among  patients  pumped  for  longer 
periods  of  time,  and  for  this  reason  assist  as  long 
as  there  is  any  measurable  benefit.  In  our  ex- 
perience, some  other  cardiovascular  disaster  has 
carried  away  patients  destined  to  die  before  we 
were  faced  with  a decision  to  terminate  pum- 
ping. Lamberti  et  al.  confirm  our  impression 
that  long  term  survival  is  not  related  to  duration 
of  balloon  assist®. 

A decision  to  discontinue  balloon  pumping  is 
reached  when  the  patient  has  been  out  of  shock 
without  pressors  for  twenty-four  hours  or  more, 
and  there  is  evidence  of  cardiovascular  reserve. 
At  this  point  most  patients  will  show  a normal 
systolic  peak  on  the  blood  pressure  tracing,  and 
the  augmented  diastolic  pressure  will  approx- 
imate the  systolic  peak.  Pumping  is  not  discon- 
tinued suddenly,  as  requiring  the  heart  to 
suddenly  assume  an  additional  500  cc  per 
minute  pumping  load  invites  disaster.  Instead, 
the  assist  interval  is  turned  down  and  the 
patient  assisted  every  other  heart  beat.  If  he 
tolerates  this,  he  is  assisted  on  every  third  beat, 
and  then  every  third  beat  with  half  the  volume 
of  gas  in  the  balloon.  At  this  level,  there  is  essen- 
tially no  cardiac  assist,  but  the  balloon  is  kept  in 
motion  to  prevent  thrombus  formation®-®®.  If  the 
patient  tolerates  lack  of  assist,  the  balloon  is 
removed.  This  concept  of  weaning  is  supported 
by  our  observations  of  patients  who  have 
deteriorated  between  steps.  The  importance  of 
this  weaning  process  is  emphasized  by  Lamber- 
ti, et  al®.  In  the  absence  of  major  complication, 
removal  of  the  balloon  catheter  is  an  elective 
procedure. 

The  complication  rate  associated  with 
balloon  pumping  in  this  series  has  been  high, 
particularly  early  in  the  experience.  Many  of  the 
complications  have  been  disquieting  to  surgeons 
unfamiliar  with  the  care  of  patients  with  severe 
cardiovascular  disease.  Arteriosclerosis  leading 
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to  the  initial  myocardial  infarction  is  a systemic 
disease,  and  it  is  no  surprise  to  find  femoral 
arteries  as  involved  as  the  coronaries.  Although 
it  is  usually  possible  to  cannulate  at  least  one 
femoral  artery,  occasionally  other  vessels,  such 
as  the  iliac  arteries  or  the  aorta  must  be  used.  In 
the  St.  Luke’s  series,  alternate  vessels  were  oc- 
casionally used;  all  such  patients  died.  Cannula- 
tion  of  alternate  vessels  remains  a desperation 
attempt  at  cardiac  support.  Cannulation  of  the 
aorta,  however,  appears  to  be  valuable  when  the 
balloon  pump  is  used  to  create  pulsatile  flow  for 
cardiopulmonary  bypass^.  As  systemic 
arteriosclerosis  at  times  prevents  insertion  of  the 
catheter,  it  may  also  narrow  the  lumen  of  the 
vessel  enough  that  the  catheter  renders  the  leg 
ischemic,  even  though  the  catheter  is  inserted 
above  the  profunda  femoris  to  preserve  that  im- 
portant collateral  channel.  Such  ischemia  must 
be  treated  vigorously  to  prevent  necrosis  of  the 
leg,  an  occurrence  in  one  of  our  patients.  The 
pump  may  be  switched  to  the  other  extremity  or 
a bypass  graft  inserted  from  one  femoral  artery 
to  the  other.  Clots  must  be  removed  in  any  case. 
We  favor  the  latter  approach,  as  the  opposite 
femoral  artery  would  undoubtedly  be  involved 
as  well,  and  subject  to  the  same  occlusive  dis- 
ease. The  cause  of  the  anterior  spinal  artery  syn- 
drome must  remain  conjectural,  as  the  spinal 
cord  was  not  examined  at  postmortem  ex- 
amination! The  paraplegia  was  probably  caused 
by  arteriosclerotic  debris  dislodged  during 
balloon  insertion  or  cardiopulmonary  bypass. 
Though  complications  of  the  procedure  are 
significant  and  frequent,  they  are,  for  the  most 
part,  easily  handled  if  treated  early  and 
vigorously 

We  have  had  experience  with  both  of  the 
commercialy  available  balloon  systems.  The 
Datascope  system  is  less  expensive,  and  utilizes 
a smaller  catheter  so  that  passage  through  an 
arteiosclerotic  vessel  may  be  easier.  The  system 
is  less  complicated  electronically,  but  lacks 
effective  fail  safe  devices.  Discoordinated  pump- 
ing is  possible  and  has  been  observed  in  our 
patients.  Balloon  filling  and  timing  intervals 
are  more  difficult  to  control  than  with  the 
AVCO  system.  The  catheter  surface  requires 
systemic  anticoagulation  during  use  (cause  of  a 
bleeding  complication  in  this  series).  The  AVCO 
system  is  significantly  more  expensive. 
Although  the  balloon  catheter  is  larger,  it  is 
coated  with  an  anti-thrombogenic  material 
designed  to  minimize  the  need  for  an- 
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ticoagulation.  Adjustments  of  balloon  volume 
and  triggering  intervals  are  made  automatically 
and  fail  safe  devices  prevent  discoordinated 
pumping.  Control  by  nursing  personnel  is 
simplified.  In  our  experience,  the  AVCO  equip- 
ment has  been  the  more  reliable.  Selection  of  a 
balloon  assist  system,  as  with  any  complicated 
medical  system,  should  be  in  part  dictated  by 
availability  of  maintenance  service. 
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Summary 

Our  experience  with  a small  group  of 
patients  is  consistent  with  literature  suggesting 
that  intra-aortic  balloon  pumping  is  a valuable 
adjunct  to  the  therapy  of  myocardial  infarction- 
induced  cardiogenic  shock.  This  modality  will  in 
the  future  be  used  in  an  increasing  number  of 
coronary  care  units.  The  results  reported  here 


were  achieved  in  the  face  of  reluctance  of  many 
referring  physicians,  to  risk  a new  procedure. 
Study  of  these  patients  has  given  us  a 
systematic  approach  to  the  patient  with  pump 
failure.  Aggressive  management  of  patients  with 
coronary  artery  disease,  and  particularly  those 
with  cardiogenic  shock,  should  restore  many 
more  patients  to  useful  and  enjoyable  lives.  • 
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(polymyxin  B-bacitradn-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
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for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
♦ infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  Wiamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylacticallv.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
bums,  skin  grafts,  incisiotrs,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred.  Its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  In  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hyperserrsitivity  to  any  of  the  components. 
WARNIN6:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  bums  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Child  Abuse  Study  Center  Moves 

The  National  Center  for  the  Prevention  and 
Treatment  of  Child  Abuse  and  Neglect,  established  in 
1972  to  provide  professional  training  and  technical 
assistance  in  providing  on-going  service  to  families  in 
crisis  situations,  and  to  provide  extensive  and  up-to- 
date  educational,  research,  and  clinical  materials  to 
professionals  in  the  field  of  child  abuse,  has  moved 
into  a convent  formerly  belonging  to  St.  James 
Parish,  at  1205  Oneida  Street. 

The  Center  is  under  the  direction  of  C.  Henry 
Kempe,  MD,  and  was  originally  in  the  CU  Depart- 
ment of  Pediatrics.  It  has  grown  to  a staff  of  42. 

Funding  for  the  property  purchase  came  from 
various  sources.  The  C.  Henry  Kempe  Hood  Award 
for  Outstanding  Contributions  to  Pediatrics  provided 
$98,000.  From  the  Kaiser  Family  Foundation  came 
$21,000.  The  Robert  Wood  Johnson  Foundation 
provided  $4,913,  with  $16,087  coming  from  the 
University  of  Colorado  Medical  Center.  Both  Kaiser 
and  Johnson  funds  are  outright  gifts. 


He  received  his  MD  from  NY  State  University,  and 
did  his  internship  and  residency  at  Kings  County 
Hospital,  Brooklyn,  NY.  Doctor  Pardes  is  a fellow  of 
the  American  Psychiatric  Association. 


Aspirin  in  Small  Artery  Repair 

At  the  American  Association  for  the  Surgery  of 
Trauma  meeting  in  Scottsdale,  Arizona,  Glenn  L. 
Kelley,  MD,  of  Denver,  described  technics  of  small 
artery  repair  devised  by  him  with  Ben  Eiseman,  MD, 
both  of  Denver  General  Hospital. 

Reviewing  four  years’  experience  with  35  small 
artery  injuries  of  the  wrist,  calf,  and  ankle  in  26  ex- 
tremities of  25  patients,  Doctors  Kelley  and  Eiseman 
discussed  repair  technics  in  which  utilization  of 
aspirin  was  found  to  cause  beneficial  patient 
response,  and  recommended  the  treatment  as  a 
means  of  retarding  thrombosis. 


Historic  Trek  To  Be  Retraced 

An  opportunity  for  a physician,  a registered  nurse, 
and  a paramedic  to  participate  in  a retracing  of  the 
route  of  exploration  followed  by  Fray  Silvestre  Velez 
de  Escalante  and  Fray  Francisco  Antonio  Dominguez 
across  1700  miles  of  southwestern  America  is  at  hand. 

As  a Bicentiennial  observation  of  a journey  made 
in  1776,  an  expedition  will  leave  Santa  Fe,  New  Mex- 
ico July  29,  1976  to  trek  through  New  Mexico, 
Arizona,  Utah,  and  Colorado,  focusing  on  the  Four 
Corners  area.  Not  a drop  of  blood  was  shed  along  the 
entire  route  of  the  original  trek — either  by  white  or 
red  man.  It  is  hoped  to  repeat  this  aspect.  The  ex- 
ploration formed  the  basis  for  Spain’s  claims  to  the 
area  through  extensive  mapmaking  by  the  party’s  of- 
ficial cartographer,  Miera  Y Panchero. 

Travelers  will  go  on  horseback  on  a carefully 
followed  retracing,  within  limitations  of  research  and 
permission  to  cross  government  and  private  lands. 

For  further  information  contact  Bill  Daley,  ARBA, 
Suite  222,  1515  Cleveland  Place,  Denver,  Colorado 
80202. 


Pardes  Heads  Mental  Health  Group 

Herbert  Pardes,  MD,  professor  and  chairman  of 
the  University  of  Colorado  Department  of  Psychiatry, 
has  been  elected  chairman  of  the  Psychiatry  Educa- 
tion Branch  of  the  National  Institute  of  Mental 
Health,  which  is  a special  consultant  group  to  the 
NIMH.  Doctor  Pardes  came  to  the  CUMC  from  the 
State  University  of  New  York,  Downstate  Medical 
Center,  where  he  chaired  the  psychiatry  department. 


An  RMMJ  Editor  Honored 

Francis  A.  Barrett,  MD,  Cheyenne,  Wyoming, 
Scientific  Editor  for  the  Rocky  Mountain  Medical 
Journal,  Wyoming,  and  an  assistant  clinical  professor 
of  surgery  at  the  University  of  Colorado  Medical 
Center,  has  been  named  one  of  two  outstanding 
physicians  on  the  UCMC  faculty  for  1975. 

Barrett  received  his  MD  degree  from  the  Univer- 
sity of  Michigan,  Ann  Arbor,  and  performed  his  in- 
ternship and  residency  at  Providence  Hospital, 
Washington,  D.C.  He  is  on  the  staffs  of  Memorial  and 
DePaul  hospitals,  Cheyenne. 


Kelly  Takes  Office 

John  C.  Kelly,  MD,  family  practitioner  of  Reno, 
Nevada,  has  been  named  chairman  of  the  Board  of 
Directors  of  the  American  Academy  of  Family 
Physicians.  Doctor  Kelly  served  for  eight  years  as  a 
delegate  from  Nevada  to  the  Congress  of  Delegates  of 
the  AAFP,  and  currently  is  a Consultant  to  the 
Academy. 

Doctor  Kelly  received  his  MD  from  the  University 
of  Oregon  at  Portland  in  1961.  He  is  a member  of 
the  Nevada  State  Medical  Association. 
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Recreation  Facility  Approved 

Construction  of  a $2.7  million  student  recreation 
facility  at  the  Medical  Center  has  been  approved  by 
the  Board  of  Regents.  In  a November  1973  referen- 
dum, students  voted  overwhelmingly  in  favor  of  con- 
struction. It  will  provide  swimming,  court  games, 
gymnasium  and  exercise  space  as  well  as  locker  rooms 
for  students.  Center  staff  and  faculty  and  adjacent 
community.  A mid-1978  completion  is  anticipated, 
with  design  work  beginning  in  1976.  Location  will  be 
on  Clermont  Street  between  the  parking  garages  and 
the  John  F.  Kennedy  Child  Development  Center. 


Garza  Honored  For  Study 

0.  T.  Garza,  MD,  third  year  resident  in  ortho- 
paedics at  the  University  of  New  Mexico  School 
of  Medicine,  who  is  on  active  duty  with  the  U.S.  Air 
Force,  and  is  taking  civilian  institution  training  under 
its  auspices,  was  honored  by  the  Society  of  Military 
Orthopaedic  Surgeons  in  San  Diego,  California  when 
he  presented  a paper  on  “the  wringer  injury”.  Doctor 
Garza  received  the  Norman  T.  Kirk  Memorial  Award, 
marking  the  first  time  it  had  been  given  an  Air  Force 
participant. 


MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  Medical  Center 

Dedication  was  held  late  in  October  for  the 
Helen  and  Arthur  E.  Johnson  Arthritis  Research 
Laboratories  at  the  University  of  Colorado  School  of 
Medicine.  An  addition  above  the  second  floor  of  the 
arthritis  laboratory  on  the  east  side  of  the  CU  Medical 
School  building  has  been  constructed,  with  a tripling 
of  research  space  for  arthritis.  A $200,000  gift  from  the 
Johnson  Foundation  and  $70,000  from  the  Rocky 
Mountain  Chapter  of  the  Arthritis  Foundation 
provided  funding. 

Among  those  speaking  at  the  dedication  were  Doc- 
tor Charley  Smyth,  CU  professor  of  medicine  and 
director  of  the  Arthritis  Treatment  Center  at  General 
Rose  Hospital;  Doctor  Donald  Whedon,  director. 
National  Institute  for  Arthritis,  Metabolic  and 
Digestive  Diseases,  Bethesda,  Maryland;  and  Porter 
Nelson  of  Van  Schaack  and  Company. 


Robinson  Named  to  Head  Clinical  Oncology 

William  Robinson,  MD,  associate  professor  of 
medicine,  University  of  Colorado  School  of  Medicine, 
Division  of  Hematology,  has  been  named  to  head  the 
section  of  clinical  oncology. 

Born  in  Breckenridge,  Colo.,  Doctor  Robinson 
received  his  MD  degree  in  1962  from  the  CU  medical 
school  and  his  PhD  in  1968  from  the  University  of 
Melbourne,  Australia.  He  did  his  medical  internship 
and  part  of  his  residency  at  Massachusetts  General 
Hospital,  Boston.  He  completed  his  residency  at  the 
CU  Medical  Center. 

Doctor  Robinson,  41,  was  the  director  of  the 
UCMC  medical  internship  program  from  1970-75. 
During  1974-75,  he  was  a Fulbright  scholar  and 
visiting  professor  at  the  Christian  Medical  College, 
Ludhiana,  India,  and  the  All  India  Institute  of  the 
Medical  Sciences,  New  Delhi. 

He  belongs  to  several  professional  organizations, 
including  the  American  Society  of  Hematology, 
American  Federation  for  Clinical  Research,  Inter- 
national Society  of  Hematology  and  the  Society  for 
Experimental  Biology  and  Medicine. 


Aldrete  Named  Anesthesiology  Chairman 

J.  Antonio  Aldrete,  MD,  has  been  named 
chairman  of  the  Department  of  Anesthesiology  and 
professor  at  the  University  of  Colorado  School  of 
Medicine.  Aldrete  was  professor  and  co-chairman  of 
the  Department  of  Anesthesia  at  Vanderbilt  Univer- 
sity, Nashville,  Tennessee. 

Doctor  Aldrete  received  his  MD  degree  in  1960 
from  the  National  University  of  Mexico,  and  took  his 
internship  at  St.  Joseph  Hospital,  Flint,  Michigan. 
Subsequent  work  was  at  Charleston  General 
Hospital,  West  Virginia;  University  Hospitals  of 
Cleveland,  Ohio,  Mercy  Hospital,  Denver,  and  the 
CU  Medical  Center. 

In  1970  Doctor  Aldrete  became  associate  professor 
of  anesthesiology  at  the  University  of  Miami  School  of 
Medicine,  Florida,  and  in  1971  became  professor  and 
chairman  of  the  Department  of  Anesthesiology  at  the 
University  of  Louisville  School  of  Medicine  in  Ken- 
tucky, leaving  in  1975  to  go  to  Vanderbilt. 


Cherington  and  Barrett  Honored 

Michael  Cherington,  MD,  and  Francis  A.  Barrett, 
MD,  (see  Organization)  have  been  named  out- 
standing members  of  the  clinical  faculty  for  1975. 
Both  received  plaques,  which  will  hang  in  the 
Colorado  General  Hospital  lobby. 

Doctor  Cherington,  an  assistant  clinical  professor 
of  neurology,  received  his  MD  degree  from  the 
University  of  Pittsburgh  School  of  Medicine,  Penn- 
sylvania, and  interned  at  Montefiore  Hospital,  Pitts- 
burgh, taking  his  residencies  in  internal  medicine 
and  neurology  at  UCMC.  He  formerly  was  director  of 
medical  education  at  Mercy  Hospital,  Denver. 
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PHARMACeUTICALS  INC. 
Buffalo,  New  York  14213 


^Information  on  file  at 
Westwood  Pharmaceuticals  Inc. 


MEETINGS 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
January  15-17,  1976 

The  Broadmoor,  Colorado  Springs,  Colorado 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s 
Hospital,  601  East  19th  Avenue,  Denver,  Colorado 
80203. 


Albuquerque  and  Bernalillo  County 
Medical  Association 

VAIL  MEDICAL-SKI  SYMPOSIUM- 
CARDIOLOGY  FOR  THE 
NON-CARDIOLOGIST 

January  16-17,  1976 

Contact:  David  R.  Holten,  MD,  8401  Consti- 
tution, NE,  Albuquerque,  New  Mexico  87110. 

♦ * * 

TAOS  MEDICAL-SKI  SYMPOSIUM 
February  18-21,  1976 

Contact:  Thomas  A.  Bodnar,  2650  Yale  Blvd.,  SE, 
Suite  103,  Albuquerque,  New  Mexico  87106. 

* * + 

PURGATORY  MEDICAL-SKI  SYMPOSIUM- 
HYPERTENSION  1976 

Durango, Colorado 

March  12-13,  1976 

Contact:  David  R.  Holten,  MD,  8401  Consti- 
tution, NE,  Albuquerque,  New  Mexico  87110. 


Lovelace  Foundation 

CURRENT  CARDIOVASCULAR  PROBLEMS 

Lovelace-Bataan  Medical  Center 
January  16-17,  1976 

Contact:  Martin  J.  Conway,  MD,  Lovelace  Foun- 
dation, 5200  Gibson  Blvd.,  SE,  Albuquerque,  New 
Mexico  87108. 


The  American  Medical  Center  at  Denver 

CANCER  CHEMOTHERAPY 
COMMUNICATIONS  CARE,  SERIES  I 

January  19-30,  1976 
June  21-25,  1976 

The  American  Medical  Center  at  Denver 
6401  West  Colfax  Avenue, 

Denver,  Colorado  80214 

Contact:  Dorothy  E.  Howard,  RN,  American 
Medical  Center. 


University  of  Colorado  School  of  Medicine, 
Continuing  Medical  Education 

FAMILY  PRACTICE  REVIEW 

January  19-24,  1976 
March  8-13,  1976 

Humphreys  Postgraduate  Center, 
University  of  Colorado  Medical  Center, 
4200  East  9th  Avenue, 

Denver,  Colorado 

* + * 


THROMBOSIS:  CURRENT  CONCEPTS  OF, 
DIAGNOSIS,  & TREATMENT 

February  2-4,  1976 

Given  Institute  of  Pathobiology, 

Aspen,  Colorado 

* * 


DERMATOLOGY 

February  16-20,  1976 

The  Given  Institute  of  Pathobiology, 

Aspen,  Colorado 

Credit:  20  hours  Category  I,  AMA  Physicians 
Recognition  Award. 

* * * 

HIGH  RISK  INFANT  CARE 

February  16-21,  1976 

Division  of  Perinatal  Medicine, 

University  of  Colorado  School  of  Medicine, 
Denver,  Colorado 

Credit:  40  hours  Category  I,  AMA  Physicians 
Recognition  Award. 
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CONTINUING  EDUCATION  IN 

PEDIATRICS 


THE  CHILDREN'S  HOSPITAL 

Department  of  Continuing  Education 
1056  East  19th  Avenue 
Denver,  Colorado  80218 
(303)  861-8888,  x2280 


PEDIATRIC  LABORATORY  MEDICINE:  RECENT  DEVELOPMENTS February  27, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  12  noon-4  pm 

REGIONAL  PEDIATRIC  CARDIAC  PROGRAM March  26, 1976 

The  Cosmopolitan,  Denver  (Century  Room)  Friday  8 am-4  pm 

PEDIATRIC  OPHTHALMOLOGY April  9, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  12  noon-4  p.m. 


NEONATAL-PERINATAL  MEDICINE  FOR  THE  PERINATAL  TEAM  April  21-23,  1976 

Sponsored  by  the  District  VIII  Perinatal  Pediatrics  Section, 

American  Academy  of  Pediatrics 
The  Scottsdale  Hilton,  Phoenix 


PEDIATRIC  ORTHOPEDICS  May  14, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  8 am-4  pm 

PLANNED  PARENTING August  19-21, 1976 

The  Keystone  Center  for  Continuing  Education  Thursday  8 am- 

Dillon,  Colorado  Saturday  noon 

WHAT'S  NEW  IN  INFECTIOUS  DISEASE September  10, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  12  noon-4  pm 

THE  TEAM  APPROACH  TO  THE  CARE  OF  BURNS  IN  CHILDREN  October  8, 1976 

The  Children's  Hospital,  Denver  (Boettcher  Auditorium)  Friday  8 am-4  pm 

PEDIATRIC  CRITICAL  CARE November  19-20, 1976 

The  Paul  R.  Hackett  Memorial  Symposium  Friday  8 am-4  pm 

The  Cosmopolitan,  Denver  (Century  Room)  Saturday  8 am-noon 

LEGISLATIVE  ISSUES  IN  MATERNAL/CHILD  HEALTH  December  10, 1976 

The  William  Wiley  Jones  Memorial  Lecture  Friday8am-4pm 

The  Children's  Hospital,  Denver  (Tammen  Auditorium) 


Please  send  me  detailed  program,  faculty,  and  registration  information  as  soon  as  it  is  printed  for  the 
pediatric  conferences  indicated  below: 


Laboratory  2/27/76 
Cardiology  3/26/76 
•Ophthalmology  4/9/76 
Perinatology  4/21-23/76 
•Orthopedics  5/14/76 


•Development  & Evaluation  8/19-21/76 
•Infectious  Disease  9/10/76 
•Burns  10/8/76 
•Critical  Care  11/19-20/76 
•Legislative  Issues  12/10/76 


Name 


Phone:  AC No.. 


MD  DO  CHA  RN  RT  PT  OT  MSW  Specialty 

Mailing  Address ^ 


b 


Please  return  to:  Department  of  Continuing  Education,  The  Children's  Hospital,  1056  East  19th 
Avenue,  Denver,  Colorado  80218.  Phone  303/861-8888,  x 2280 


DIAGNOSIS  AND  THERAPY 
OF  HYPERTENSION 

February  19-20,  1976 

Humphreys  Postgraduate  Center, 

University  of  Colorado  Medical  Center, 

4200  East  9th  Avenue 
Denver,  Colorado 

* * * 

RECENT  ADVANCES  IN  HEMATOLOGY 
March  22-24,  1976 
Vail,  Colorado 

Contact:  Office  of  Postgraduate  Medical  Edu- 
cation, 4200  East  9th  Avenue,  Denver,  Colorado 
80220. 


Rocky  Mountain  Academy  of 
Occupational  Medicine 

ELEVENTH  ANNUAL  INSTITUTE 
OF  INDUSTRIAL  MEDICINE 

January  22-23,  1976 

The  Broadmoor, 

Colorado  Springs,  Colorado 

Contact:  W.  Lloyd  Wright,  MD,  Coors  Medical 
Center,  Golden,  Colorado  80401. 


Colorado  Heart  Association 

HIGH  COUNTRY  CARDIAC  CONFERENCE 

January  22-24,  1976 

Crossroads  Cinema  Theatre,  Vail,  Colorado 

Credit:  12  hours  Continuing  Medical  Education. 
Contact:  Colorado  Heart  Association,  4521  East 
Virginia  Avenue,  Denver,  Colorado  80222. 


Beth  Israel  Hospital 
INTERNAL  MEDICINEA^AIL 
January  24-31,  1976 

The  Mark,  at  LionsHead,  Vail,  Colorado 
* * ♦ 

OB-GYNA^AIL 

February  14-21,  1976 

The  Mark,  at  LionsHead,  Vail,  Colorado 


FAMILY— GENERAL  PRACTICEA^AIL 

February  21-28,  1976 

The  Mark,  at  LionsHead,  Vail,  Colorado 

* * * 

RADIOLOGY/ASPEN 
March  1-5,  1976 

Aspen  Institute  for  Humanistic  Studies, 

Aspen,  Colorado 

* * * 

PSYCHIATRY/ASPEN 
March  6-13,  1976 

The  Aspen  Institute  for  Humanistic  Studies, 
Aspen,  Colorado 

* * * 

GENERAL  SURGERYA^AIL 
March  13-20,  1976 

The  Mark,  at  LionsHead,  Vail,  Colorado 

Contact:  Registration  Division,  1818  Gaylord 
Street,  Denver,  Colorado  80206,  or  Call:  (303)  320- 
5333. 


Colorado  Ophthalmological  Society 
MIDWINTER  SEMINAR 
January  25-29,  1976 

Opticon  Theatre,  Snowmass-at-Aspen,  Colorado 

Contact:  Mrs.  Shirlee  Myers,  1601  East  19th 
Avenue,  Denver,  Colorado  80218. 


American  College  of  Physicians — 

Stanford  University  Medical  Center 

POSTGRADUATE  COURSE  ON 
INFECTIOUS  DISEASE 
January  26-30,  1976 

Keystone  Lodge,  Keystone,  Colorado 

Contact:  Jack  S.  Remington,  MD,  300  Homer 
Street,  Palo  Alto,  California  94301. 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
interest  of  better  patient  care.  And,  an  ever-in- 
creasing  number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

In  response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
in  approach,  are  of  interest  to  a variety  of  med- 
ical specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia  the  new  tele- 
courses and  many,  many  other  features  in  con- 
tinuing education. 


The  AMA’s  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


All  courses  at  regionals  and  conventions  are  ac-  30th  CLINICAL  CONVENTION 

credited  on  a hour-for-hour  basis  in  Category  I.  Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 


Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Montana  Medical  Association 

BIG  MOUNTAIN  MEDICAL-SKI 

CONFERENCE 

18TH  ANNUAL  SESSION 

January  27-30,  1976 

The  Big  Mountain,  Whitefish,  Montana 

Contact:  R.  D.  Buchanan,  MD,  P.O.  Box  220, 
Columbia  Falls,  Montana  59912. 


American  Cancer  Society 
Colorado  Division 

MIDWINTER  CANCER  SEMINAR 

January  28-30,  1976 

Vail  Village  Inn,  Vail,  Colorado 

Contact:  American  Cancer  Society,  1809  East 
18th  Avenue,  Denver,  Colorado  80218. 


U.  S.  Virgin  Islands  Medical  Society 

MID-WINTER  VIRGIN  ISLANDS 
CLINICAL  CONFERENCE 

January  29-31,  1976 

Contact:  U.  S.  Virgin  Islands  Medical  Society, 
P.O.  Box  1442,  Charlotte  Amalie,  St.  Thomas,  U.S. 
Virgin  Islands  00801  (Via  AIRMAIL) 


American  Medical  Association 

72ND  ANNUAL  CONGRESS  ON 
MEDICAL  EDUCATION 

January  30-February  1,  1976 

Palmer  House,  Chicago,  Illinois 


Colorado  Trudeau  Society 

15TH  J.  R.  DURRANCE 
MID-WINTER  CHEST  CONFERENCE 

February  1-4,  1976 

Aspen  Institute  of  Humanistic  Studies, 

Aspen,  Colorado 

Contact:  Ronald  D.  Engler,  Colorado  Trudeau 
Society,  1600  Race  Street,  Denver,  Colorado  80206. 


University  of  New  Mexico 
School  of  Medicine 

2ND  ANNUAL  ROCKY  MOUNTAIN 
NEURO-OPTHALMOLOGY  COURSE 

February  5-7,  1976 

Santa  Fe  Hilton, 

Santa  Fe,  New  Mexico 

Contact:  Thomas  J.  Carlow,  MD,  c/o  Neuro- 
Ophthalmology  Course,  Department  of  Neurology, 
University  of  New  Mexico  School  of  Medicine,  1007 
Stanford  Drive,  NE,  Albuquerque,  New  Mexico 
87106. 


University  of  Utah — 

Department  of  Anesthesiology 

21ST  ANNUAL  ANESTHESIOLOGY  COURSE 

February  21-24,  1976 

Snowbird,  Utah 

Contact:  Edwin  E.  Lauder,  University  of  Utah 
College  of  Medicine,  50  North  Medical  Drive,  Salt 
Lake  City,  Utah  84132. 


General  Rose  Memorial  Hospital 

4TH  ANNUAL  NASAL  SYMPOSIUM 

February  22-28,  1976 

Stapleton  Plaza,  Denver 
The  Lodge  at  Vail 

Contact:  Terry  Teronis,  3865  North  Cherry  Creek 
Drive,  No.  220,  Denver,  Colorado  80209. 


BIG  SKY  UROLOGIC  CONFERENCE 
February  26-29,  1976 
Big  Sky  of  Montana 

Contact:  C.  Dale  Vermillion,  MD,  P.O.  Box  2555, 
Billings,  Montana  59103. 


Colorado  Medical  Society 
4 1ST  ANNUAL  WINTER  CLINICS 
February  27-29,  1976 
Marriott  Hotel,  Denver 
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Rocky  Mountain  Planned  Parenthood- 
Colorado  Department  of  Health 

WESTERN  REGIONAL  CONFERENCE 
ON  ABORTION 

February  27-29,  1976 

Colorado  Women’s  College 

Contact:  Abortion  Referral  & Counseling  Service 
of  Colorado- WRCA,  1400  Lafayette  St.,  Denver, 
Colorado  80218;  Call:  (303)  832-2293 


American  Thoracic  Society,  New  Mexico  Chapter 

4TH  ANNUAL  TAOS  LUNG  DISEASE 
SYMPOSIUM 

February  27-29,  1976 

Kachina  Lodge,  Taos,  New  Mexico 

Contact:  New  Mexico  Thoracic  Society,  216 
Truman  Avenue  NE,  Albuquerque,  New  Mexico 
87108. 


Intermountain  Pediatric  Society- 

American  Academy  of  Pediatrics,  Utah  Chapter 

21ST  ANNUAL  CONVENTION 

March  1-3,  1976 

Hilton  Hotel,  Salt  Lake  City,  Utah 

Contact:  Fred  A.  Ziter,  MD,  Department  of 
Pediatrics,  University  of  Utah  College  of  Medicine, 
Salt  Lake  City,  Utah  84132. 


Colorado 

Carl  S.  Gydesen,  MD,  died  in  Colorado  Springs 
on  Saturday,  October  4,  1975  at  the  age  of  77  years. 
Born  in  St.  Paul,  Minnesota  on  September  1,  1898, 
and  educated  in  the  public  schools  of  that  city,  he 
received  his  MD  from  the  University  of  Minnesota  in 
1922,  and  interned  in  the  City  and  County  Hospital  of 
St.  Paul. 

Following  his  internship.  Doctor  Gydesen  con- 
tracted pulmonary  tuberculosis  and  was  sent  to 
Colorado  Springs  to  chase  the  cure.  He  made  a rapid 


recovery,  and  soon  opened  an  office  for  the  practice  of 
internal  medicine  in  that  city. 

He  was  a member  of  the  El  Paso  County  Medical 
Society,  having  served  as  its  president  one  year.  In 
addition  to  the  Colorado  Medical  Society  and  the 
American  Medical  Association,  he  was  a member  of 
the  American  College  of  Physicians  (Fellow).  He  held 
active  staff  membership  at  St.  Francis  Memorial  and 
Penrose  hospitals  in  Colorado  Springs,  serving  as 
Chief  of  Staff  at  Penrose  for  three  years.  He  was  a 
past  president  of  the  El  Paso  County  Clinical  Club. 
He  belonged  to  the  Garden  of  the  Gods  Club,  the 
Winter  Club,  and  the  American  Legion. 

During  World  War  I he  attended  Officers  Training 
School  at  Camp  Pike,  Arkansas. 

Doctor  Gydesen  was  married  to  E.  Mable  Hawkins 
in  St.  Paul,  Minnesota  on  December  25,  1923. 

He  is  survived  by  two  sons,  Frederick  Gydesen  of 
Colorado  Springs,  Carl  Hawkins  Gydesen  of 
Kennewick,  Washington,  and  one  daughter,  Mrs. 
Robert  Cebulski  of  Buffalo,  New  York.  Eight 
grandchildren  and  one  great  grandchild  survive  the 
doctor. 


Montana 

Robert  Dana  Knapp,  MD,  died  of  a heart  attack 
at  the  age  of  71  while  hunting  not  far  from  his  home  at 
Wolf  Point,  Montana. 

A native  of  Portal,  North  Dakota,  where  he  was 
born  April  11,  1904,  he  attended  schools  in  Scobey. 
He  received  his  MD  from  the  University  of  Illinois 
Medical  School.  His  internship  and  residency  was  at 
the  Illinois  Research  and  Educational  Hospital. 

In  1933  Doctor  Knapp  opened  a practice  in  Wolf 
Point,  which  he  continued  up  to  the  time  of  his  death. 
He  was  chief  of  staff  at  Trinity  Hospital  Wolf  Point. 
In  1973  the  community  dedicated  a special  week  in 
his  honor. 

He  was  a member  of  the  American  Medical  and 
Montana  Medical  associations,  the  Northwest  Mon- 
tana Medical  Society,  the  Aerospace  Medical 
Society,  the  Montana  Obstetrics  and  Gynecology 
Society,  and  Phi  Rho  Sigma,  among  others. 

He  was  married  to  Muriel  Duplanty  on  December 
26,  1931,  who  survives,  as  do  a son,  Robert  of 
Minneapolis. 


Denver  Association  for 
Retarded  Citizens 
701  South  Logan,  Suite  10 
Denver.  Colorado  80209 
Phone:  (.303)  778-8055 

A 48-passenger  bus  is  available  for  agencies  and 
organizations  providing  human  services. 

$15. 00/hour 
$45. 00/half-day 
$61. 00/full  day 

Rates  include:  Insurance.  Driver 
Gas,  Oil 
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New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 

RECENT  ACQUISITIONS 

Adler’s  Physiology  of  the  Eye:  Francis  H.  Adler.  6th  ed.  St. 
Louis,  Mosby,  1975.  702  p.  $27.50. 

Changing  Patterns  of  Psychiatric  Care:  Bernard  L.  Bloom. 
New  York,  Human  Sciences  Press,  1975.  360  p. 

The  CIBA  Foundation;  an  Analytic  History  1949-1974:  F. 
Peter  Woodford.  New  York,  Elsevier,  1974.  212  p.  Gift. 

Dermatitis  Herpetiformis:  John  O.  Alexander.  Philadelphia, 
Saunders,  1975.  346  p.  (Major  problems  in  dermatology,  vol.  4). 

Diseases  of  the  Liver:  Leon  Schiff,  ed.  4th  ed.  Philadelphia, 
Lippincott,  1975.  1461  p.  $69.00. 

The  Diseases  of  Occupations:  Donald  Hunter.  5th  ed.  London, 
English  Universities  Press,  1974.  1225  p.  $65.00. 

Fundamentals  of  Abdominal  and  Pelvic  Ultrasonography: 
George  R.  Leopold.  Philadelphia,  Saunders,  1975,  267  p. 
(Monographs  in  clinical  radiology,  v,  6)  $18.00. 

Health  and  Industrial  Growth:  Symposium  on  Health  and  In- 
dustrial Growth.  New  York,  Ciba-Elsevier,  1975.  267  p.  (Ciba  Foun- 
dation Symposium,  32)  Gift. 

Hysteroscopy:  Robert  S.  Neuwirth.  Philadelphia,  Saunders, 
1975.  116  p.  (Major  problems  in  obstetrics  and  gynecology,  v,  8) 

Modern  Perspectives  in  Adolescent  Psychiatry:  John  G, 
Howells.  New  York,  Brunner/Mazel,  1971.  614  p.  $20.00. 

Ophthalmic  Electrodiagnosis:  Nicholas  R.  Galloway, 
Philadelphia,  Saunders,  1975.  169  p.  (Major  problems  in 
ophthalmology,  v.  1) 

Sickle  Cell:  Marion  1.  Barnhart,  et  al.  Kalamazoo,  Michigan, 
LIpjohn  Company,  1974.  98  p.  Gift. 

Surgical  Treatment  of  Congenital  Heart  Disease:  Grady  L. 
Hallman  and  Denton  A.  Cooley.  2nd  ed.  Philadelphia,  Lea  and 
Febiger,  1975.  204  p.  $18.50. 

Symposium  on  Sickle  Cell  Disease,  Proceedings  of:  National 
Institutes  of  Health.  Bethesda,  Maryland,  NIH,  1974.  413  p.  Gift. 

Theory  and  Practice  of  Family  Psychiatry:  John  G.  Howells. 
New  York,  Brunner/Mazel,  1971.  953  p.  $25.00. 

The  Vulva:  Constance  M.  Ridley.  Philadelphia,  Saunders,  1975. 
299  p.  (Major  problems  in  dermatology,  v.  5) 


Book  Review 

Understanding  Arthritis,  by  M.  G.  Rosenbaum,  M.D.  102 
pages,  $10.00,  Warren  H.  Green  Publishers,  St.  Louis,  1975. 

This  is  a practical,  condensed  handbook  for  the  busy 
practitioner.  A great  amount  of  information  gained  in  a 
lifetime  working  with  arthritic  sufferers  is  presented,  so  that 
other  physicians  can  apply  these  ideas  of  diagnosis  and 
treatment.  It  applies  basic  good  medical  diagnosis  and  the 
treatment  indicated  by  such. 

The  author  presents  an  analytic  approach  to  commonly 
seen  arthritic  problems.  He  describes  therapy  based  on  the 
abnormalities  noted:  food  allergies,  nutritional  deficiencies, 
hypogonadism,  hypothyroidism,  gout,  infected  areas. 

Commonly  found  trigger  points  are  described  with 
photographs  and  drawings.  Numbers  are  used  to  describe 
specific  anatomical  areas  and  so  make  easier  the  keeping  of 
accurate  clinical  records.  Typical  case  histories  are 
described. 

The  opinions  expressed  in  this  book  were  developed  in 
private  practice  over  a period  of  35  years.  Satisfactory  im- 
provement was  reported  in  a majority  of  sufferers.  This  in- 
formation should  be  of  help  to  practitioners  who  treat 
arthritic  patients.  Certainly  it  differs  from  therapy  com- 
monly taught. 

L.  G.  Vergera,  M.D. 

Albuquerque,  New  Mexico 


AMERICAN  ACADEMY  FOR 
CEREBRAL  PALSY 

RESEARCH  AND  AWARDS 
COMMITTEE 

Announces  Academy  Support  for 
Research  Projects  in  Cerebral  Palsy  and 
Related  Disorders 

General  Research  Program 

The  Academy  invites  proposals  or  requests  for 
financial  assistance  in  worthy  research  efforts 
in  the  field  of  cerebral  palsy  and  related  han- 
dicapping disorders.  Limited  funds  are 
available  for  annual  grants  in  amounts  up  to 
$3,000,  under  the  Academy’s  “general  research 
program,”  for  assistance  to  investigators  whose 
projects  have  been  submitted  to  and  approved 
by  the  Academy’s  standing  Committee  on 
Research  and  Awards,  and  in  amounts  greater 
than  $3,000  by  specific  endorsement  of  the 
Board  of  Directors. 

Write;  Research  and  Awards  Committee 
American  Academy  for  Cerebral  Palsy, 
Suite  1030,  1255  New  Hampshire  Ave.,  N.W. 
Washington,  D.C.  20036 
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Rocky  Mountain  Medical  Journal 


WANT  ADS 


WANTED:  INTERNIST  with  cardiology  subspecialty,  to  join  three 
internists  in  medical  department  of  multispecialty  clinic  in 
Western  Montana.  Unexcelled  opportunities  for  outdoor  recreation. 
New  clinic  building,  corporate  structure  with  pension  and  profit- 
sharing  plan.  Write:  Box  1175-11-3,  Rocky  Mountain  Medical  Jour- 
nal, 1601  E.  19th  Ave.,  Denver,  Colorado  80218.  1175-11-3 


OFFICE  SPACE  AVAILABLE  in  new  Vista  Grande  Medical  Build- 
ing, located  in  progressive  northeast  section  of  Colorado  Springs, 
Colorado.  Office  space  of  1,000  sq.  ft.  with  private  entrance.  Will 
partition  to  suit.  Perfect  for  family  practitioner.  Excellent  x-ray  and 
laboratory  facilities  available  in  building.  Please  contact:  Karl  M. 
Buretz,  MD,  5014  El  Camino  Drive,  Colorado  Springs,  Colorado 
80918,  or  phone:  (303)  599-3980  1275-13-3B 


X-RAY  EQUIPMENT  FOR  SALE.  200  MA  Radiographic  unit  with 
accessories  and  automatic  processor.  Call:  (303)  825-2190,  Exten- 
sion 354  for  Delila.  1275-14-2B 


HAWAII.  Small  hospital,  rural  Oahu,  needs  semi-retired  radiologist, 
part-time.  Good  pay  for  hours  worked.  Beautiful  beaches,  climate, 
etc.  Write  for  details  to:  Administrator,  Kahuku  Hospital,  Kahuku, 
Hawaii  96731.  1275-7-3B 


FOR  LEASE:  Established  medical  office  location  at  2929  South 
Broadway,  Englewood,  Colorado.  Complete  with  current  patient 
files,  now  available.  Contact:  Dr.  or  Mrs.  Maercklein  at:  (303)  789- 
9571  for  details.  1275-8-2B 


CENTRALLY  LOCATED  MEDICAL  OFFICE  SPACE.  Near 
Presbyterian  and  St.  Joseph  hospitals.  Up  to  2600  sq.  ft.  within 
gwo  blocks.  Ideal  for  two  or  three  doctors  or  rent  partial  on  a time- 
sharing basis.  Reasonable  rates.  Call:  Jim  Martin:  (303)  623-1281. 

1275-9-2B 


PHYSICIAN  WANTED  to  administer  and  direct  statewide 
maternal-child  health  program  in  Colorado.  Staff  includes  nurse, 
consultants,  nutritionist,  and  administrative  assistant.  Diversified 
and  challenging  programs  in  a progressive  department.  Teaching  op- 
portunities. Requires  either  board-eligibility  in  appropriate  specialty 
or  MPH/MHA  degree;  plus  two  years  appropriate  experience.  Salary- 
range:  $26,000-133,000.  Contact:  R.  S.  McCurdy,  MD,  Family 
Health  Services  Division,  Colorado  Department  of  Health,  4210  East 
11th  Avenue,  Denver,  Colorado  80220.  1275-10-2B 

GRAND  JUNCTION— FOR  RENT  or  LEASE:  Offices  in  high- 
ranking  location  near  St.  Mary’s  Hospital,  X-ray  and  laboratory 
adjacent.  Call:  (303)  243-0726  or  write:  H.  R.  Bull,  MD,  Suite  10, 
2232  North  7th,  Grand  Junction,  Colorado  81501.  1175-1-3B 


CERTIFIED  PHYSICIAN’S  ASSISTANT  desires  employment  with 
physician  (Family  Practice  preferred)  Colorado  area  of 
choice — other  states  considered.  References  and  resume  upon  re- 
quest. Write:  Lance  Lewandowski,  1724  Ashley  Hall  Road,  Apt.  M, 
Charleston,  South  Carolina  29407.  1175-3-3B 

COLORADO  GENERAL  PRACITTIONERS,  GENERAL  SUR- 
GEONS, ORTHOPEDISTS  interested  in  rural  community.  30- 
bed  hospital-accredited.  Office  space  and  financial  assistance 
available.  Growing  and  healthy  economic  area,  serving  12,000.  Ski 
Country  USA.  All  outdoor  sports  readily  accessible.  Write:  Harvey 
Hartzler,  Administrator,  Memorial  Hospital,  780  Tucker,  Craig, 
Colorado  81625  or  call:  (303)  824-6578.  1175-4-3B 

SHORT  OR  LONG  TERM  LEASE.  Two  years  and  more.  Nearly 
new  medical  office  of  1,350  sq.  ft.  Four  large  examining  rooms, 
waiting  room,  private  office  with  custom  desk  and  bookcases.  Ample 
parking.  5 minutes  from  largest  Tucson  hospital  and  8 minutes  to 
University  of  Arizona  Hospital.  $6.50  sq.  ft.  includes  all  utilities, 
cleaning,  internal  and  external  maintenance.  Call  collect  (602)  795- 
6335  or  write:  Richard  J.  Martin,  MD,  4540  East  Grant  Road,  Tuc- 
son, Arizona  85712.  1276-3-3B 

COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive 
remuneration;  flexible  scheduling.  Contact:  Drs.  Cooper  or  Spurgeon 

toll-free:  800-325-3982.  1275-1-TFB 


OFFICE  SPACE  AVAILABLE  in  Colorado  Springs.  1,000  sq.  ft.  in 
existing  physician  office  space.  Assume  lease.  Furnished,  carpet- 
ing, drapes,  facilities  for  x-ray.  Excellent  parking.  Utilities  paid 
by  landlord.  Cabinets.  Write:  Charles  Patterson,  MD,  136  Fairbanks, 
Oak  Ridge,  Tennessee  37830,  or  call:  (615)  482-1717.  176-1-lB 

OFFICE  SPACE  WANTED.  Child  neurologist  desires  to  share  office 
with  doctor  in  suitable  practice.  Needed  one  day  or  two-half-days  a 
week.  Central  location  required.  Write:  176-2-1,  c/o  Rocky  Mountain 
Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado  80218. 

176-2-1 

OPENINGS  for  internists  and  family  practitioners  in  the  Denver 
Neighborhood  Health  Program.  Salary:  $30,000-$38,000,  plus  15% 
fringe.  Contact:  G.S.  Paxton,  990  Federal  Boulevard,  Denver, 
Colorado  80204.  Phone:  (303)  292-9690,  176-3-lB 

LOCUM  TENENS  SERVICE  for  Colorado  GP’s.  Percentage  with 
$20-per-hour  minimum.  You  supply  accommodations,  car  (except 
Denver).  Write:  Doctor,  Box  10339,  Aspen,  Colorado  81611  or  call: 
(303)  925-3200.  176-4-lB 

UROLOGIC  PHYSICIANS  ASSISTANT.  M.S.  in  Health  Science 
and  Doctorate  in  education.  Former  assistant  professor  of  Pharma- 
cology and  chairman  of  a department  of  Health  and  Life  Sciences. 
Desire  location  in  intermountain  West.  Excellent  references.  Write: 
John  W.  Burr,  UPA,  684  West  80  North,  Orem,  Utah  84057,  or  Call: 
(801)  225-9296.  176-5-lB 

GENERAL  OFFICE  PHYSICIANS  NEEDED:  Career  Federal  Civil 
Service  in  Emergency  and  Outpatient  (adult)  services.  40-hour 
week  and  exceptional  fringe  benefits.  Contact:  C.  Emmett,  Civilian 
Personnel  Office,  Fitzsimons  Army  Medical  Center,  Denver,  Colo- 
rado 80240.  Call:  (303)  341-3017.  176-6-2B 

ASSOCIATE  WANTED  FOR  INTERNIST  anticipating  retire- 
ment. A desirable  opening  for  physician  interested  in  solo  prac- 
tice. Call:  (303)  333-5318  after  5 p.m.  176-7-2 

GP/FP  needed  for  rural  community  50  miles  North  of  Great  Falls, 
Montana.  Located  at  foot  of  the  Rockies  near  Glacier  Park.  Current 
staff  of  2 GP’s,  rotate  call.  Income  may  be  guaranteed  initially. 
Send  resume  to  T.  Dunlap,  Administrator,  Teton  Memorial  Hospital, 
Box  820,  Choteau,  Montana  59422  or  call:  (406)  466-5763,  collect. 

176-8-2B 


PHYSICIAN  NEEDED  FOR  SOUTH  DAKOTA  DEPARTMENT 
OF  HEALTH:  Medical  Director  of  Maternal  and  Child  Health 
and  Crippled  Children  Program.  Graduate  of  approved  school  of 
medicine,  with  pediatric  and  neonatal  training.  MPH  desirable. 
Must  be  licensed  to  practice  medicine  in  S.D.  or  eligible  for  licensure 
within  six  months.  Appointment  to  new  four  year  Medical  faculty 
may  be  considered.  Salary  negotiable.  Apply  to:  Secretary  of  Health, 
Joe  Foss  Building,  Pierre,  South  Dakota  57501  176-U-2B 


PHYSICIAN  NEEDED  FOR  SOUTH  DAKOTA  DEPARTMENT 
OF  HEALTH:  Chief  of  Medical  Services.  Covering  activities  in 
Communicable  Disease,  Laboratory  Services,  Public  Health,  Nurs- 
ing, Emergency  Medical  Services,  and  other  related  services. 
Graduate  of  an  approved  school  of  medicine.  Must  be  licensed  to 
practice  medicine  in  S.D.  or  eligible  for  license  within  six  months. 
Appointment  to  new  four  year  Medical  faculty  may  be  considered. 
Salary  negotiable.  Apply  to:  Secretary  of  Health,  Joe  Foss  Building, 
Pierre,  South  Dakota  57501  176-12-2B 


SKIERS— DILLON,  COLORADO  CONDOMINIUM— Sleeps  six- 
— fully  equipped — AEK — Centrally  located — five  ski  areas — shut- 
tle bus  to  Keystone,  Copper  Mountain,  Breckenridge — Easy  drive  to 
Vail — $35  per  night,  two  persons — $3. 00/night  each  additional  per- 
son. Call:  (303)  756-8488.  176-13-lB 


FAMILY  PRACTITIONERS:  Why  fight  soaring  malpractice  in- 
surance premiums?  Begin  your  practice  with  us  in  Montana  where 
we  will  pay  your  malpractice  insurance,  provide  you  with  office 
space,  equipment,  and  staff,  AND  give  you  a guaranteed  monthly 
salary.  Contact:  D.  R.  Hawley,  Garfield  County  Hospital,  Jordan, 
Montana  59377,  or  Call:  (406)  435-2494.  176-10-lB 

OFFICE  SPACE  FOR  RENT  within  busy  family  practitioner  office 
in  Southeast  Denver.  Contact:  Peter  Monheit,  MD,  (303)  771-1647 
or  write  at  3545  South  Tamarac  Street,  Suite  130,  Denver,  Colorado 
80237  176-9-2B 
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mtaxDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications;  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  47o  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti-  , 
hypertensive  effects  may  be  enhanced  in  post-  || 
sympathectomy  patients.  The  following  may  4' 
occur:  hyperuricemia  and  gout,  reversible  nitrogen  i 
retention,  decreasing  alkali  reserve  with  possible  I 
metabolic  acidosis,  hyperglycemia  and  glycosuria  i 
(diabetic  insulin  requirements  may  be  altered),  i 
digitalis  intoxication  (in  hypokalemia).  Use  I 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an  | 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness,  ^ 
dizziness,  headache,  dry  mouth;  anaphylaxis;  ■ 
rash,  urticaria,  photosensitivity,  purpura,  other  ' 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  > 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone.  ■ 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit  ( 
Packages  of  100  (intended  for  institutional  use 
only).  .i 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation  . 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  Itth  Street 
Denver  80202 


Telephone 
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Should  a 

spedaUy  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dial(^e 


The  idea  of  a so-caiied  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verba!  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 
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Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypotheticaT’patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 


Awake 

REM 

Stage  1 

Stage  2 
Stage  3 
Stage  4 


Awake  too  long 


Awake  too  often  during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
I (common  in  young  adult  insomnia  patients), 

! Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
I offers  increased  total  sleep  time  with  fewer 
I nocturnal  awakenings.  These  clinical  results 
1 were  demonstrated  in  studies  conducted  in 
I four  geographically  separated  sleep 
I research  laboratories 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Broad-spectrum 
medication  for  the 
mpst  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morningawakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions;  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefici; 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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i D I T O R I A L S 


TDhe  belief  that  adequate  medical  care  is  a 
right  of  every  citizen  has  gained  momentum.  As 
the  impact  of  the  concept  has  grown,  unmet 
human  needs  have  been  brought  into  sharper 
focus. 


UNR-A 

Success 


Nevadans  are  more 
aware  than  ever  of  their 
needs  for  improved 
health  care  delivery. 
There  are  only  two 
urban  centers,  and  these  are  separated  by  some 
five-hundred  miles.  Most  of  Nevada’s  remaining 
communities  are  too  small  to  support  more  than 
limited  medical  facilities.  The  medical 
profession,  working  in  concert  with  those  state 
agencies  concerned  with  the  welfare  of  Nevada’s 
citizens,  is  striving  to  bring  quality  health  care 
to  all.  Reaching  the  goals,  meeting  the  needs, 
will  require  innovative  concepts  and  creative 
approaches  to  planning.  But  the  first  require- 
ment will  be  well-trained  personnel  who 
understand  Nevada’s  unique  needs  and  the 
complexities  of  modern  health  maintenance  and 
treatment  of  the  sick  and  injured. 

The  state’s  first  major  step  toward  this  end 
was  the  establishment  of  the  School  of  Medical 
Sciences  at  the  University  of  Nevada,  Reno,  in 
1969.  Before  the  school  opened  its  doors  to  its 
charter  class  in  1971,  no  more  than  twelve 
Nevadans  were  accepted  by  medical  schools  in 
any  given  year.  There  were  many  years  when  no 
Nevada  citizens  were  accepted.  Too  few 
physicians  whose  first  ties  were  to  Nevada,  par- 
ticularly to  the  rural  areas,  were  being  trained. 
But  since  the  school’s  inception,  the  future  of 
health  care  delivery  throughout  the  state  is 
brighter. 

Three  classes,  totaling  124  students,  have 
completed  the  two-year  medical  education 
program  at  UNR,  and  all  have  been  successfully 
transferred  to  degree-granting  institutions. 
Twenty-eight  of  the  124  have  earned  their  Doc- 
tor of  Medicine  degrees  and  are  participating  in 
twenty-one  residency  programs  throughout  the 
United  States.  It  will  be  at  least  two  years  more 
before  the  state  begins  to  see  these  students 
return  to  Nevada  to  practice,  but  there  is  little 


doubt  that  many  will  return.  More  than  twenty 
of  those  who  have  earned  their  doctorates  have 
expressed  a desire  to  practice  in  Nevada,  and 
many  of  these  say  they  have  a preference  for 
areas  that  are  presently  underserved.  Certainly 
the  state’s  practicing  physicians  must  be 
counted  as  one  of  the  important  positive  in- 
fluences of  the  anticipated  high  rate  of  return. 

UNR  has  no  single  teaching  hospital.  This 
has  proved  to  be  no  disadvantage  to  the 
students,  who  enjoy  the  benefits  of  affiliation 
with  Washoe  Medical  Center,  St.  Mary’s  and 
Veterans  Administration  Hospitals  in  Reno, 
Rose  de  Lima  Hospital  in  Henderson,  and 
Sunrise  and  Southern  Nevada  Memorial 
Hospitals  in  Las  Vegas.  During  their  two  years 
at  UNR,  many  students  experience  the  learning 
environment  in  clinical  situations  in  several 
communities  and  acquaint  themselves  with  the 
staffs  of  various  hospitals. 

Nevada’s  physicians,  serving  as  preceptors, 
role  models,  clinical  instructors  and  advisers  in 
their  capacity  as  members  of  the  clinical  faculty 
of  the  School  of  Medical  Sciences,  have  given 
UNR  students  a remarkably  accurate  picture  of 
medical  practice  in  Nevada.  They  have  clarified 
needs,  outlined  areas  for  growth,  and  provided 
guidance  for  young,  inquiring  minds.  Moreover, 
the  more  than  two-hundred  members  of  the 
school’s  clinical  faculty  have  done  far  more  than 
work  with  individual  students.  Some  have  taken 
time  from  busy  schedules  to  serve  on  curriculum 
committees,  continually  reshaping  the  school’s 
interdisciplinary  studies  to  reflect  the  realities  of 
modern  medical  practice.  Others  give  countless 
hours  to  service  on  the  admissions  committee, 
helping  select  those  students  who  show  the 
greatest  promise  of  becoming  the  best 
physicians  and  who  seem  most  likely  to  return  to 
serve  Nevada’s  needs.  Still  others  give  hours  in 
the  lecture  hall  and  laboratory,  clarifying  the 
relationships  between  the  basic  sciences  and 
their  clinical  application  within  the 
curriculum’s  unique  organ  systems  approach  to 
medical  education. 

Nevadans  recognized  the  real  need  for  a 
medical  school  as  the  state’s  population 
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burgeoned  after  World  War  II.  They  hesitated 
authorizing  the  establishment  of  such  a facility, 
concerned  that  a medical  school  might  not  be 
feasible  in  a state  with  such  a small  population. 
However,  the  School  of  Medical  Sciences  has 
succeeded,  and  Nevadans  are  steadily  becoming 
more  aware  of  the  real  benefits  the  school  will 
provide  throughout  the  state.  That  success  can 
be  shared,  in  generous  measure,  by  Nevada’s 
practicing  physicians  who  serve  the  school  with 
dedication  and  pride. 

Thomas  J.  Scully,  MD 

Acting  Dean 

University  of  Nevada,  Reno 


Attack  on 
Professionalism 


A HE  Federal  Trade  Commission  (FTC)  by 
formal  complaint  has  charged  that  the  AMA  is 
in  violation  of  antitrust  laws  because  its  Prin- 
ciples of  Medical  Ethics  prohibit  solicitation  of 
patients.  More  specifically,  the  FTC  maintains 

that  prohibition  of  ad- 
vertising is  in  restraint 
of  trade.  Incidentally,  it 
should  be  noted  that 
this  action  was  an- 
nounced to  the  media  by  the  FTC  before  the 
AMA  was  formally  served  with  the  complaint, 
and  in  spite  of  the  fact  that  the  official  date  of 
the  complaint,  December  19,  1975  was  several 
days  before  the  AMA  was  notified. 

“Advertising  by  a professional  is  the  very  an- 
tithesis of  professionalism.”  This  joint  state- 
ment of  the  president  of  the  AMA  and  the 
Chairman  of  the  Board  succinctly  expresses  the 
opinion  of  every  physician.  Certainly,  prohibi- 
tion of  advertising  has  been  a cornerstone  of 
medical  ethics  longer  than  the  memory  of  any  of 
us.  Certainly  from  antiquity  our  medical  oaths 
pledge  us  to  heal,  to  learn,  to  be  compassionate 
and  to  be  true,  with  remuneration  an  incidental 
consideration.  A physician’s  knowledge,  skill, 
compassion  and  dedication  are  qualities  which 
cannot  be  advertised — then  neither  can  a charge 
for  exercising  them. 

The  Federal  government  has  decided  to  use 
the  antitrust  laws  as  a tool  to  hold  down  the 
steadily  increasing  costs  of  medical  care.  The 
Learned  Profession  Exemption  is  being  at- 
tacked. “It  has  long  been  assumed  that  the  ma- 
jor professions,  such  as  medicine,  law,  and 


others,  do  not  come  within  the  definition  of 
trade  or  commerce.  Such  thinking  has  been 
based  in  part  at  least  upon  the  recognized 
professional  obligations  to  provide  services 
without  regard  to  the  ability  of  the  patient  or 
client  to  pay,  and  to  perform  services  in  com- 
pliance with  strict  ethical  standards  which  give 
priority  to  the  interests  and  welfare  of  the 
recipient  over  the  selfish  interests  of  the 
professional.”  (From  remarks  of  Legal  Counsel 
of  Colo.  Med.  Soc.,  Dec.  1975.) 

In  the  past,  the  Supreme  Court  has  had  op- 
portunity to  rule  on  the  question  of  exemption  of 
the  professions,  but  has  declined  to  do  so. 
However,  last  June  this  Court  ruled  on  a 
professional  policy  of  a legal  society.  In  Goldfarb 
V.  Virginia  State  Bar  Association,  a standard  fee 
set  by  that  association  (title  abstract  search) 
was  challenged  as  restraint  of  trade.  Although 
the  Fourth  Circuit  Court  of  Appeals  held  that 
the  practice  of  law  is  not  “trade  or  commerce” 
the  Supreme  Court  reversed  this  opinion  and 
found  that  professions  come  within  the 
definitions  of  commerce  and  are  subject  to 
provisions  of  the  Sherman  Anti-trust  Act. 
Moreover,  the  Court  reaffirmed  its  previous 
broad  definition  of  interstate  activity,  almost 
any  modern  business  having  some  interstate 
aspect.  Obviously  this  decision  places  any  in- 
volvement with  fees  by  any  professional  group  in 
a vulnerable  position.  The  Justice  Department 
has  filed  its  first  antitrust  suit  based  on 
physicians’  fees — United  States  v.  American 
Society  of  Anesthesiologists. 

Even  more  important  are  the  implications  of 
the  Goldfarb  decision  to  other  professional  ac- 
tivity. This  ruling  is  part  of  the  base  of  the  pre- 
sent action  of  the  FTC  against  prohibition  of 
advertising  by  the  AMA.  Fee-fixing  is  not  un- 
related to  advertising;  obviously  fee  control  has 
to  be  abolished  before  there  can  exist  the  major 
reason  for  advertising.  The  American  Bar 
Association  in  February  1976  for  the  first  time  in 
its  history  authorized  lawyers  to  adver- 
tise— limited  information,  but  including  fee  of 
initial  consultation.  And  as  to  other  professional 
activity — “The  Supreme  Court’s  clear,  une- 
quivocal, and  unanimous  rejection  of  any  idea 
that  the  learned  professions  are  exempt  from  an- 
titrust laws  is  a clear  signal  to  all  professions  . . . 
we  regard  the  demise  of  the  Learned  Profession 
Exemption  as  complete.”  (Thomas  E.  Kauper, 
Assistant  Attorney  General,  U.S.  Department  of 
Justice.) 
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For  the  last  decade  there  has  been  a con- 
tinuous and  building  attack  on  medicine  and 
doctors.  By  some,  this  constant  barrage  of 
criticism  has  been  ascribed  to  the  general  attack 
on  the  establishment,  which  we  epitomize.  If  we 
could  believe  this  simple  explanation  most  of  us 
could  accept  the  blows  as  a sign  of  the  times 
with  the  expectation  that  the  attack  is  self- 
limited. By  others,  the  steady  bombardment  is 
analyzed  as  an  effort  of  HEW  to  gain  control  of 
delivery  of  health  care  in  order  to  control  the  es- 
calating costs.  Again,  we  can  live  with  this  ex- 
planation, accepting  that  HEW  is  honestly  in- 
terested in  the  welfare  of  the  people — and  we 
can  even  be  sympathetic  to  the  dilemma  which 
the  miscalculations  of  the  politicians  has  caused 
them.  Or — there  is  the  opinion  of  many  that  the 
primary  thrust  of  the  attack  comes  from  liberals 
in  government  and  in  a Democratic  congress 
who  still  believe  that  socialized  medicine  is 
necessary  for  America.  We  can  even  adjust  to 
this  cause  for  attack,  since  we  can  appreciate  the 
driving  force  of  socialism  in  the  world. 


OUR  COVER 

Standing  on  the  barren  hillsides  of  Virginia  City, 
Nevada,  glittering  like  a Roman  chariot  in  the  sun, 
this  farm  wagon  proudly  symbolizes  the  vigor  that 
carried  Americans  westward  to  the  new  frontier. 

Over  routes  barely  discernible  among  the  rocks 
and  rnesquite,  the  wagons  banged  their  rough 
journeys.  They  clattered  and  jerked  across  prairies, 
up  and  down  canyons,  across  rivers  and  draws,  and 
rode  smoothly  over  the  few  meadows  in  green  valleys. 
To  make  their  way  west  these  wagons  and  carts  and 
stagecoaches  had  to  be  almost  indestructible.  The 
passengers  and  those  who  tended  the  draft  animals 
that  pulled  them  were  the  same — strong  and  sturdy. 
These  were  pioneers  filled  with  passion  to  find  new 
lands,  and  their  raw  strength  was  indispensable  for 
their  journeys. 

When  they  got  there  and  got  the  dust  and  sand  of 
endless  prairies  and  deserts  out  of  their  eyes  and  ears 
and  nostrils,  they  looked  around  for  water,  forests, 
fertile  lands.  They  needed  security  against  natural 
threats  and  the  looming  hostility  of  the  native  In- 
dians. 

Not  soon  enough  for  many,  the  frontier  became  es- 
tablished comfortably  in  towns.  For  Virginia  City 
there  was  the  gold  fever  of  Comstock  Lode  days,  then 
an  all-too-brief  flickering  of  affluence. 

Photo  Credit:  Tony  Mendlin 
for  1976 


In  each  of  these  instances  we  can  recognize 
the  motivations  for  these  groups  to  magnify  the 
deficiencies  of  the  American  health  care  system 
as  managed  by  the  medical  profession. 
Moreover,  understanding  the  drives  of  our 
adversaries,  we  can  attempt  to  defend 
ourselves — or  even  to  counterattack. 

But — the  attack  on  professionalism  is 
something  new  and  different.  It  is  from  a new 
adversary — the  executive  branch  of  the 
government.  It  is  the  most  damaging  and  serious 
attack  of  all.  It  is  the  most  ominous  threat  yet 
faced  by  American  medicine.  We  heard  the 
Deputy  Counsel  to  the  President  announce  to 
the  cheers  of  a consumer  forum  that  the  FTC 
was  challenging  our  profession’s  ethics — our 
restrictions  against  advertising.  Of  course,  we 
can  defend  ourselves  in  the  court  against  this 
specific  attack  of  the  FTC,  which  action  the 
AMA  has  already  instituted.  But  how  do  we — or 
the  lawyers,  or  the  other  professions — preserve 
professionalism  if  the  government  has  decided 
to  destroy  it  in  an  effort  to  control  the  economy? 


CORRECTIONS 

In  the  paper  entitled  “Glomerulitis  and  Factor  VII 
Deficiency  in  Familial  Mediterranean  Fever”  by  E.  Eugene 
Miller,  MD,  and  David  L.  Bowerman,  MD,  in  the  January- 
February  issue,  the  legend  for  Figure  1 should  read  “Renal 
biopsy  showing  chronic  focal  glomerulitis”. 

In  the  paper  entitled  “Asymptomatic  Chronic  Gonorrhea 
in  a Male  Patient”  by  Isadore  Gersh,  MD,  in  the  January- 
February  issue,  in  the  last  paragraph  of  the  Discussion,  the 
third  sentence  should  read  “Alternately,  tetracycline 
hydrochloride,  1.5  grams  initially  by  mouth,  followed  by  0.5 
grams  orally  four  times  per  day  for  4 days”. 

In  the  paper  entitled  “Sudden  Deafness”  by  Dennis  A. 
Greene,  MD,  in  the  January-February  issue,  his  Denver 
location  was  omitted.  He  is  Clinical  Instructor  in 
Otorhinolaryngology  at  the  University  of  Colorado  Medical 
School.  Reprints  of  the  article  can  be  obtained  from  Dr. 
Greene  at  The  Denver  Clinic,  701  East  Colfax  Avenue, 
Denver,  Colorado,  80203. 

These  are  corrections  of  errors  or  omissions  by  the 
authors — Editor. 
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Complications  of  silicone  injections* 


Edward  H.  Kopf,  MD,  Charles  A.  Vinnik,  MD,  Joseph  J.  Bongiovi,  MD  and 

Donald  J.  Dombrowski,  MD,  Las  Vegas,  Nevada 


Interest  in  the  potential  value  of  injectable 
silicone  remains  high,  and  anticipation  is 
stimulated  every  time  a new  report  is  published. 
Editorial  policy  reduced  speculative  reports  to  a 
minimum  after  the  F.D.A.  ruled  to  limit  the  use 
of  the  so-called  “Medical  grade  liquid  silicone” 
to  a small  number  of  excellent  research 
facilities.  Cautious,  periodic  reports,  as  recent  as 
this  year  have  been  encouraging,  especially  in 
treatment  of  facial  hernatrophy;  however, 
careful  analysis  of  the  results  still  reveal  a 
problem  rate  of  about  five  per  cent.  Propor- 
tionately few  reports  of  unfavorable  results 
following  any  type  of  silicone  injection  have 
appeared  in  the  literature,  so  we  wish  to  report 
our  experiences. 

Las  Vegas  rewards  beauty  well.  The  in- 
sistence on  instant  body  and  facial  contour  im- 
provements created  such  a demand  that  several 
practitioners  could  not  resist.  These  physicians 
started  with  “medical  grade  silicone  360”  when 
it  was  first  released  for  research.  When  their 
source  was  removed  by  Dow  Corning  and  the 
F.D.A.,  they  continued  injecting  substitutes. 
During  the  past  ten  years,  a high  proportion  of 
women  who  live  here  have  had  some  type  of  “li- 
quid silicone”  injection,  despite  intensive 
educational  campaigns  by  physicians,  hospitals,- 
and  the  Medical  Society.  One  estimate  is  that  at 
least  12,000  women  have  had  “bootleg  silicone 
injections”  mostly  in  the  breast  area,  and  that  at 
least  one  per  cent  of  them  develop  some  type  of 
problem  each  year. 

Some  of  the  problems  seen  occur  early, 
others  late;  some  are  static,  and  others 
progressive.  Such  exotic  problems  as  embolism 
during  injection  causing  pulmonary  edema, 

* A comprehensive  iist  of  26  references  has  been  deleted  because  of 
space  limitations.  This  list  may  be  obtained  from  the  authors  on 
request. 


blindness  and  even  deaths  have  been  reported 
but  are  so  rare  they  deserve  only  passing  men- 
tion. We  will  discuss  the  more  common  localized 
problems  such  as:  infection,  migration,  cyst  for- 
mation, deep  tissue  silicoma  formation,  and 
degrees  of  skin  involvement  from  pigmentation 
to  gangrene. 

Infections  associated  with  “bootleg  silicone 
injections”  usually  occur  shortly  after  the  injec- 
tion. Some  respond  to  antibiotic  therapy; 
however,  others  respond  poorly  and  at  times 
result  in  necrosis  of  the  injected  tissues  until 
there  is  a slough  of  the  skin  and  most  of  the  in- 
volved tissue  (Fig.  1).  Healing  occurs  by  sec- 
ondary intention  with  considerable  scarring. 
Occasionally  the  scarring  can  be  reduced  by 
serial  excisions.  Selected  cases  can  be  further 
improved  by  conventional  augmentation  mam- 
moplasty  after  healing  is  complete.  Infections 
have  been  reported  as  late  as  five  years  after  in- 
jection. 

Migration  of  the  injected  material  is  oc- 
casionally seen.  In  some  cases  the  material  just 


Fig.  1.  Acute  infection  following  silicone  injection  resulting 
in  a slough  of  the  involved  areas. 
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Fig.  2.  The  appearance  of  subcutaneous  granulomas  usually 
indicates  serious  progressive  degeneration. 


slowly  disappears  and  is  apparently  excreted 
without  detectable  problems.  In  other  cases  the 
migration  of  the  material  to  a new  site  is  quite 
obvious.  Generally  it  migrates  downward,  from 
the  forehead  to  the  nasal  bridge,  from  the  bridge 
of  the  nose  to  the  tip,  from  the  breast  to  the 
upper  or  lower  abdomen,  at  times  being  mis- 
takenly diagnosed  as  an  inguinal  hernia,  until 
operation.  A biopsy  is  the  traditional  method  of 
proving  the  diagnosis.  In  some  locations  these 
migrations  can  be  excised,  in  other  cases,  they 
are  almost  impossible  to  excise  without  undue 
disfigurement. 

Cyst  formation  is  probably  the  commonest 
complication  of  the  type  of  injections  seen  in  the 
Las  Vegas  area.  They  present  as  single  or  mul- 
tiple breast  tumors,  usually  freely  movable,  non 
tender  and  quite  firm.  They  are  generally  not  in- 
fluenced by  the  menstrual  cycle.  They  may  oc- 
cur shortly  after  injection  or  may  develop  years 
later.  One  must  always  consider  the  possibility 
of  malignancy  with  any  breast  mass.  Because  of 
the  large  experience  in  this  area,  our  radiologists 
have  little  difficulty  making  a diagnosis  of  “sili- 
cone cysts”  on  conventional  mammogram  and 
the  new  xerogram.  Since  these  cysts  are  so  com- 
mon, aspiration  biopsy  usually  proves  the 
diagnosis.  Aspirations  under  local  are  done  as 
frequently  as  the  new  cysts  appear.  If  no  silicone 
is  aspirated,  the  tumor  is  assumed  to  be  solid 
and  a surgical  biopsy  is  recommended.  If  there  is 
a family  history  of  breast  cancer,  tissue  biopsies 
and  even  subcutaneous  mastectomies  are 
recommended  early.  This  type  of  breast  usually 
tolerates  immediate  reconstruction  quite  well  if 
the  tissue  flaps  and  circulation  are  adequate. 


Fig.  3.  Silicone  cyst  formation  easily  recognized  on 
xerograms. 


Fig.  4.  Skin  changes  over  the  granulomas  progress  from  in- 
duration to  pigment  change,  orange  peel,  blistering,  to 
gangrene  and  breast  slough. 


Previous  biopsy  scars  must  be  evaluated  when 
selecting  immediate  or  delayed  reconstruction. 

Granuloma  formation  is  less  common  than 
cyst  formation,  however  it  is  a more  formidable 
problem  (Fig.  2).  If  the  skin  is  not  involved,  the 
prognosis  is  better.  Deep  tissue  granulomas  are 
generally  hard,  discrete,  irregular  masses.  There 
is  often  a confluence  of  smaller  masses.  If  ultra 
sound  was  used  immediately  after  injection,  the 
tumor  feels  smoother.  The  masses  may  be  small 
or  quite  large.  Many  are  much  larger  than  the 
volume  of  silicone  said  to  have  been  injected 
originally.  These  granulomas  more  often  change 
with  the  menstrual  cycle  than  do  the  cysts. 
X-ray  and  xerograms  (Fig.  3)  demonstrate  the 
silicomas  quite  well.  Often  the  amount  of  “sili- 
cone” seen  is  much  greater  and  more  diffuse 
than  the  palpable  lesion  suggests.  Often  the 
“silicone”  extends  up  into  the  axilla.  Aspiration 
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Fig.  5.  Microscopically,  there  are  increased  numbers  of 
round  cells,  fibrosis,  and  multinucleated  giant  cells 
vacuolated  with  silicone  microcysts. 


may  still  recover  silicone  from  these  tumors  at 
times;  however,  a surgical  biopsy  makes  a more 
positive  diagnosis.  If  there  is  no  skin  involve- 
ment and  circulation  remains  adequate  during 
subcutaneous  mastectomy,  immediate  recon- 
struction can  be  successful,  however  the  risk  of 
failure  is  greater  than  with  the  cystic  breast. 
There  are  no  cases  of  carcinoma  in  silicoma 
breasts  reported  in  Las  Vegas. 

When  skin  changes  occur  along  with  the 
granulomas,  the  problem  becomes  much  greater 
(Fig.  4).  The  signs  of  skin  involvement  include 
pigment  changes,  lymph  edema,  silicoma  of  the 
skin,  vesicle  formation,  and  ulceration,  in  addi- 
tion to  the  palpable  mass.  Subcutaneous 
mastectomy  without  reconstruction  or  with 
delayed  reconstruction  is  recommended.  Of 
course  all  cases  are  individual  and  must  be 
judged  by  the  surgeon.  The  incidence  of  breast 
slough,  with  or  without  surgery,  is  highest  in  this 
group. 

Subcutaneous  mastectomies  can  be  per- 
formed through  an  infra-mammary  fold  in- 
cision, through  a previous  biopsy  scar  or  through 
a semi-circular  areola  incision.  The  areola  inci- 
sion allows  better  visualization  and  control  of 
bleeders.  The  infra-mammary  fold  incision 
allows  a better  chance  to  preserve  some 
semblance  of  pectoral  muscles  even  though 
these  muscles  are  often  almost  completely 
replaced  by  silicoma.  Skin  changes  appear  to 
improve  in  many  cases  once  the  majority  of  the 
involved  breast  tissue  is  removed  from  the  sub- 
cutaneous area. 


Fig.  6.  When  silicone  macrocysts  develop  from  microcysts, 
there  is  increased  round  cell  infiltration  and  interstitial 
fibrosis. 


Silicomas  of  the  face  are  even  a greater 
problem  than  those  in  the  breast  because  the 
breast  can  be  covered  before  and  during  recovery 
from  surgery.  There  is  a greater  chance  to  injure 
underlying  structures  such  as  the  facial  nerve 
when  attempting  to  excise  facial  silicomas.  In 
addition,  contour  changes  are  quite  obvious  in 
the  face  following  surgery. 

Although  the  problems  we  see  in  clinical 
practice  in  Las  Vegas  are  said  by  Dow  Corning 
representatives  to  be  a result  of  injections  of 
some  type  of  “liquid  silicone”  other  than  their 
' medical  grade  360”,  we  have  seen  a number  of 
the  problems  definitely  from  cases  originally  in- 
jected with  “medical  grade  360”  legitimately 
released  for  research  several  years  ago.  The 
tissue  changes  and  microscopic  section  (Figs.  5 
and  6)  are  similar  to  those  reported  by  other  in- 
vestigators using  the  so-called  “medical  grade 
silicone”.  References  to  problems  such  as 
firmness  and  skin  changes  are  mentioned  but 
glossed  over  in  some  reports,  and  no  microscopic 
sections  of  the  various  stages  of  silicoma  forma- 
tion have  been  presented  except  by  one  author. 

Some  suggest  that  different  technics  of  injec- 
tion or  that  changing  the  depth  of  injection 
would  avoid  these  problems.  Rest  assured  that 
the  practitioners  injecting  the  patients  in  Las 
Vegas  tried  many  technics  and  many  sites  with 
no  demonstrable  effect  on  decreasing  the 
problem.  Antibiotics  and  steroids  added  to  the 
injection  have  also  had  no  appreciable  effect  on 
the  long  term  results.  There  has  been  little  effect 
by  different  types  of  post  injection  massage, 
vibrators  or  ultrasound  on  the  incidence  of 


for  1976 


79 


problems  except  that  the  latter  produces  a more 
homogeneous  mass.  Some  authors  suggest  that 
injecting  areas  other  than  the  breast  would 
avoid  the  problems;  we  have  seen  these  same 
problems  in  the  forehead,  eyelids,  cheeks,  necks, 
abdomen,  genitalia  and  extremities.  Other  in- 
vestigators suggest  that  perhaps  keeping  the 
amount  small  will  avoid  the  problems,  yet  we 
have  seen  reactions  in  areas  of  minimal  in- 
filtration. 

Time  is  no  guarantee  against  problems  since 
we  have  many  cases  which  remain  symptom  free 
for  up  to  nine  years  before  suddenly  developing 
serious  problems.  On  the  plus  side,  we  have  seen 
no  deaths,  no  common  spread  of  the  problem  to 
distant  sites  and  no  increase  in  the  incidence  of 
cancer. 


Summary 


The  dream  of  a safe  simple  method  of 
correction  of  contour  defects  with  injection  of  li- 
quid silicone  has  not  materialized  despite  ten 
years  of  intensive  research  by  qualified  in- 
vestigators. The  similarities  of  “bootleg 
silicone”  to  “medical  grade  silicone”  are  more 
numerous  than  the  differences,  and  since  no  new 
major  breakthrough  has  been  reported  by 
legitimate  investigators  we  suggest  that,  at  its 
present  state  of  development,  liquid  silicone 
stay  in  the  hands  of  the  legitimate  investigators 
to  be  used  for  such  insurmountable  problems  as 
hemifacial  atrophy.# 


Ganglioglioma  of  the  cerebellum 

Angiographic  findings 


Joseph  R.  Scalley,  MD,  Las  Vegas,  Nevada* 


The  angiographic  findings  in  a 
ganglioglioma  of  the  cerebellum, 
occuring  in  an  eleven  year  old  boy, 
are  described.  This  unusual  tumor  is 
extremely  rare  in  this  location,  and 
the  angiographic  findings  have  not 
previously  been  described. 

Ganglioneuromas  of  peripheral  origin  such  as 
adrenal  or  sympathetic  tissue  are  relatively 
common  tumors.  Central  ganglioneuromas  by 
contrast  are  rare  lesions.  When  they  occur  in  the 
central  nervous  system,  ganglioneuromas  and 
gangliogliornas  are  grouped  together,  since  glial 
elements  are  found  in  the  ganglioneuromas  of 
the  central  nervous  system. 


*From  the  Department  of  Radiology,  Sunrise  Hospital,  Las  Vegas, 
Nevada.  Dr.  Scalley  is  Assistant  Clinical  Professor  of  Radiology, 
UCLA  Center  for  the  Health  Sciences,  Radiologist,  Sunrise  Hospital 
Medical  Center.  Las  Vegas,  Nevada. 


These  are  usually  slowly  growing  tumors,  oc- 
curing most  often  in  children  and  young  adults. 
The  most  frequent  site  is  the  floor  of  the  third 
ventricle  and  the  hypothalamus.  The  temporal 
lobe,  frontal  lobe,  or  even  basal  ganglia  may  be 
involved.  Focal  forms  are  exceptional  in  the 
cerebellum.*  This  report  describes  the 
angiographic  findings  of  a ganglioglioma  in  this 
unusual  location. 

CASE  REPORT 

History:  An  eleven-year-old  boy  complained  of  difficulty 
hearing  in  the  right  ear,  progressive  over  the  last  year  and  a 
half.  Six  months  prior  to  being  evaluated,  he  had  normal  vi- 
sion when  tested  in  school.  The  patient  described  visual 
symptoms  for  one  month  with  scintillations  and  scintillating 
scotoma.  He  noted  rapidly  failing  vision  one  month  prior  to 
being  seen.  Two  weeks  prior  to  admission,  he  complained  of 
dizziness  and  headaches.  There  was  no  nausea  or  vomiting. 

Physical  examination:  Papilledama  bilaterally  of  2V2 
diopters  was  noted.  Vision  was  decreased  bilaterally,  and  he 
was  able  to  see  only  hand  movement.  Bitemporal  hemianop- 
sia was  present  along  with  loss  of  hearing  in  the  right  ear. 
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Fig.  1.  Towne  and  lateral  projection  of  injection  of  the  right 
vertebral  artery  reveal  stretching  and  superior  displacement 
of  the  hemispheric  branch  of  the  right  superior  cerebellar 


artery,  (black  arrow)  Inferior  displacement  and  stretching  of 
the  right  anterior  inferior  cerebellar  artery  (open  arrow)  is 
noted. 


Fig.  2.  Film  of  the  venous  phase  demonstrates  lack  of  filling 
of  right  cerebellar  vein  (open  arrow)  when  compared  to  the 
normal  left  side.  The  right  inferior  vermian  vein  (black 
arrow)  is  shifted  to  the  left  of  rnidline. 

His  gait  was  slightly  ataxic  though  not  broad  based.  The 
right  knee  jerk  was  slightly  increased  when  compared  to  the 
left.  No  family  history  of  neurofibromatosis  was  elicited. 

Radiologic  findings:  Plain  X-ray  films  demonstrated  nor- 
mal internal  auditory  canals;  the  crania!  sutures  were 
spread.  Injection  of  the  right  veretebral  artery  showed  in- 
ferior displacement  and  stretching  of  the  right  anterior  in- 
ferior cerebellar  artery,  and  there  was  superior  displacement 
and  stretching  of  the  hemispheric  branches  of  the  right 


Fig.  3.  Low  power  view  of  pathologic  section  shows  broad  in- 
tertwined bands  of  fibrous  tissue  in  which  are  acattered 
large  cells. 


superior  cerebellar  artery.  On  the  venous  phase  of  the 
angiogram,  there  was  lack  of  filling  of  the  cerebellar  pontine 
angle  vein  on  the  right  side.  There  was  general  lack  of  venous 
filling  of  the  right  cerebellar  hemisphere  compared  with  the 
left.  The  inferior  vermian  .vein  was  shifted  to  the  left  of 
midline.  The  precentral  vein  was  displaced  anteriorly. 

Preoperativeiy  these  finding  were  felt  to  represent  an 
intra-axial  mass  lesion,  avascular,  occupying  the  right 
cerebellar  hemisphere.  On  a statistical  basis  the  most  likely 
preoperative  diagnosis  was  cystic  astrocytoma. 
Medulloblastoma  was  also  considered  as  a possibility. 

Operation:  At  suboccipital  craniectomy,  a large  right 
cerebellar  mass  was  seen  protruding  through  the  dura.  The 
right  angle  was  explored  and  the  seventh  through  eleventh 
cranial  nerves  were  visualized.  There  was  no  evidence  of 
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tumor  growing  off  these  nerves.  The  cerebellar  hemisphere 
was  palpated  and  found  to  contain  a large  solid  mass.  The 
hemisphere  was  opened  and  a huge  nodule  of  solid  tumor  en- 
countered. This  was  dissected  free  from  the  cerebellum  and 
appeared  to  extend  anteriorly  and  to  encompass  the  whole 
cerebellar  hemisphere. 

Pathology:  Specimen  was  an  encapsulated,  lobulated 
mass  of  tissue  measuring  5.7  x 4 x 2.8  cm.  Microscopic  ex- 
amination showed  varying  numbers  of  ganglion  cells  having 
large  vesicular  nuclei  with  prominent  nucleoli  intermixed 
with  stroma,  which  for  the  most  part  is  spindle-shaped. 
Some  parts  of  the  tumor  appear  to  be  producing  collagen 
neuronal  cells.  Rubinstein  personally  reviewed  the  slide  and 
confirmed  the  pathologic  diagnosis  of  a ganglioglioma.^ 

Comment 

The  ganglioneuromas  and  gangliogliomas 
have  been  described  under  a variety  of  names. 
Wolf  and  Morton  in  1937  established  the  criteria 
that  the  component  cells  of  the  tumor  must  be 
identified  as  nerve  cells  and  must  be  neoplastic.® 
Russell  and  Rubinstein  grouped  central  gan- 
glioneuromas and  gangliogliomas  together. 


They  do  this  because  the  central  nervous  system 
tumors  have  a stroma  composed  of  glial  cell 
elements,  usually  astrocytic.®  In  the  section, 
Nissl  granules  confirm  its  identity  as  a ganglion 
cell. 

Durity  et.  al.  reviewed  the  literature  in  1967 
and  found  eight  central  nervous  system 
gangliogiomas  including  their  own.  Theirs  was 
the  first  cerebellar  ganglioglioma  described.^  In 
1972  Wahl  and  Dillard  described  multiple 
central  nervous  system  gangliogliomas  in  a 
single  patient. “ 

Radiographically  these  tumors  cannot  be 
diagnosed  preoperatively.  No  distinct  tumor 
blush  or  stain  can  be  identified.  The  tumor  acts 
as  an  avascular  mass  lesion  producing  vessel  dis- 
placement as  do  other  intra-axial  posterior  fossa 
tumors.  This  case  report  is  of  interest,  since 
these  findings  have  not  previously  been 
described  angiographically.  • 
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Cholelithiasis  in  childhood 
and  adolescence 


Charles  S.  Davis,  BS,  Owen  C.  Peck,  MD, 
Richard  R.  Babb,  MD*,  Reno,  Nevada 


“To  learn  how  to  treat  disease,  one 
must  learn  how  to  recognize  it.  The 
diagnosis  is  the  best  trump  in  the 
scheme  of  treatment”. 

CharcoT 


Thk  o(TUrrp:nce  of  gallstones  is  common.  Four 
of  the  last  eight  American  presidents  have  suf- 
fered with  stones,  ultimately  requiring 
cholecystectomy,^  and  it  is  estimated  that  ten  to 
twenty  per  cent  of  the  population  over  the  age  of 
fifty-five  have  cholelithiasis.^’®  Although  the  in- 
cidence of  gall  stones  increases  with  age,  it 
should  be  remembered  that  children  and 
adolescents  are  also  at  risk.'*  ''  Based  on  a review 
of  surgical  charts  from  two  medical  centers,  and 
the  experience  of  others,  we  have  found  con- 
siderable delay  in  the  diagnosis  of  gallstones  as  a 
cause  for  abdominal  pain  in  the  younger  age 
group. 

Study 

Charts  of  patients  under  age  twenty  who  had 
had  cholecystectomy  for  cholelithiasis  were 
retrospectively  reviewed  at  the  Washoe  Medical 
Center,  Reno,  Nevada,  and  the  Stanford  Univer- 
sity Medical  Center,  Stanford,  California.  The 
years  1971  through  1975  were  included. 

Twenty-seven  patients  under  twenty  had 
surgery  for  gall  stones  during  this  four-year 
period.  Their  ages  ranged  from  four  to  nineteen. 
The  majority,  twenty-five,  were  female.  Most  of 
the  females  were  considered  obese,  and  ten  had 
been  pregnant.  Three  were  taking  estrogen 
medication  for  contraceptive  purposes.  Two  had 
a background  of  sickle  cell  anemia,  and  four 
others  were  described  as  “chronically  anemic”. 
Six  cases,  or  almost  twenty-five  percent,  had  a 


*Mr.  Davis  is  a student.  University  of  Nevada  School  of  Medical 
Sciences,  and  Dr.  Peck  is  Professor  of  Medicine.  University  of 
Nevada  School  of  Medical  Sciences.  Reno.  Nevada.  Dr.  Babb  is 
member  of  Section  of  Gastroenterology.  Palo  Alto  Medical  Clinic. 
Palo  Alto.  California. 


positive  family  history  for  gallstones. 

All  of  these  young  people  complained  of 
recurrent  epigastric  or  upper  quadrant  ab- 
dominal pain,  and  twenty-five  percent  had 
nausea  and  vomiting  with  their  “attacks”.  Five 
had  noted  dark  urine  and  pale  colored  stools. 
Despite  these  symptoms,  almost  all  had 
numerous  episodes  of  pain  with  multiple 
hospital  admissions  before  the  correct  diagnosis 
of  cholelithiasis  was  made. 

At  surgery,  twenty-six  had  multiple  stones 
ranging  from  0.1  mm  to  3 cm  in  diameter.  Only 
one  patient  had  pigment  stones,  the  others  being 
mixed  or  predominantly  cholesterol  in  com- 
position. Four  had  associated  pancreatitis.  None 
showed  associated  congenital  abnormalities  in 
the  biliary  system. 

CASE  REPORT 

An  11-year-old  female  came  to  the  hospital  complaining 
of  epigastric  and  right  upper  quadrant  pain  of  six  hours 
duration.  An  appendectomy  had  been  done  after  a similar 
attack  four  years  previously.  The  appendix  was  normal  on 
pathologic  examination.  Since  then,  she  had  noted  approx- 
imately two  attacks  a year  of  upper  abdominal  pain. 

Subsequent  evaluation  disclosed  the  gallbladder  did  not 
visualize  on  oral  cholecystrography,  and  a diagnosis  of  acute 
cholecystitis  was  made.  A cholecystectomy  was  performed. 
The  diseased  gallbladder  contained  eight  stones  and  con- 
siderable “gravel”.  She  since  has  remained  well. 

Discussion 

The  formation  of  cholesterol  gall  stones  is 
currently  attributed  to  changes  in  the  relative 
concentrations  of  cholesterol,  bile  salts  and 
phospholipids  in  bile.®’*  Patients  with  gall  stones 
show  increased  liver  secretion  of  cholesterol  and 
decreased  secretion  of  its  “solubilizing  agents”, 
bile  acid  and  phospholipids.  The  cholesterol 
precipitates  out  from  the  bile,  forms  crystals, 
and  with  time,  microscopic  stones  are  produced. 
Why  some  have  this  “lithogenic  bile”  of  altered 
composition,  and  others  do  not,  is  presently  un- 
clear. Pigment  stones  may  be  due  to  increased 
bilirubin  in  the  bile  (hemolytic  anemia)  with 
subsequent  precipitation  of  its  calcium  salt.* 
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Predisposing  factors®  in  the  formation  of  gall 
stones  include  the  female  sex,  childbearing,  the 
ingestion  of  estrogen  drugs  or  clofibrate'®  (all  of 
which  cause  hormonal  changes  that  might  in- 
crease the  “lithogenic  index”  of  bile),  hemolytic 
anemia,  cirrhosis,  and  diseases  or  surgery  of  the 
ileum." 

Our  young  patients  were  very  similar  to  those 
reported  in  the  literature. The  vast  majority 
were  females,  most  of  whom  had  been  pregnant. 
Soderlund^  reported  that  many  of  his  sixty 
patients  had  been  symptomatic  for  years 
without  the  correct  diagnosis;  Kirtley®  and 
Crichlow®  noted  that  twenty-five  percent  of  their 


patients  had  abdominal  pain  more  than  one  year 
before  gall  stones  were  considered.  The  in- 
cidence of  hemolytic  anemia  in  these  three  series 
ranged  from  five  - ten  per  cent — a figure  similar 
to  the  seven  per  cent  in  ours. 

Conclusion 

Children  or  adolescents  with  abdominal  pain 
should  be  carefully  evaluated  for  cholelithiasis, 
especially  if  they  are  female  and  have  any  of  the 
predisposing  factors  mentioned  above.  By 
remaining  alert  to  the  possibility  of  gall  stones  in 
the  young,  the  unacceptable  delay  in  diagnosis 
with  its  associated  morbidity  can  be  avoided.  • 
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Take  The  Same  Precautions  With  Your  Income 
As\bu  W)uld  With¥)ur  Patients’  Health 


As  a doctor,  you  know  the  im- 
portance of  preventive  medi- 
cine. Just  as  early  diagnosis 
and  treatment  are  essential  for 
maintaining  good  health,  sim- 
ilar principles  apply  to  keeping 
you  and  your  family  financially 
secure.  That's  why  the  Colorado 
Medical  Society  urges  you  to 
look  into  the  Disability  Income 
Protection  Plan  available  to  you 
as  a member  of  the  Society. 

And  as  you  well  know,  no  one 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  Colorado  80033 

(303)  423-2710 

4-6-8-10-12-75 


can  g.uarantee  your  physical 
well-being.  Should  a disability 
keep  you  from  your  practice, 
the  Colorado  Medical  Society's 
Disability  Income  Protection 
Plan  will  provide  regular  monthly 
benefits.  They  are  paid  directly 
to  you  to  use  as  you  see  fit. 
What’s  more,  these  benefits  are 
tax-free  under  current  federal 
income  tax  laws.  And  you  can 
count  on  Mutual  of  Omaha  to 
provide  personal  service  to  help 
you  select  the  right  plan. 


Tony  Occhiuto 

902  North  Circle  Drive,  Suite  206 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 

(303)  471-1083 


For  more  information  on  how 
you  can  protect  your  family’s 
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Hemophilia  A in  an 
American  Indian  family 


Janet  R.  Gilsdorf,  MD,  James  R.  Gilsdorf,  MD,  Paul  J.  Nicholls,  MD, 
Owyhee,  Nevada,  and  Edward  J.  Hershgold,  MD,  Salt  Lake  City.* 


The  first  reported  family  study  of 

hemophilia  in  the  American  Indian. 


Ai/i'hough  several  inherited  diseases  and 
conditions  related  to  genetic  factors  are  known 
to  occur  among  American  Indians,'  no  family 
studies  of  American  Indians  with  hemophilia  A 
have  been  reported.  Indeed,  to  our  knowledge, 
only  two  cases  of  classical  hemophilia  in 
American  Indians  have  been  cited  in  the 
literature.'' 

The  eight  patients  reported  here  are 
members  of  a Shoshoni  family  (a  grandfather 
and  seven  of  his  grandsons)  with  histories  of 
prolonged  bleeding  associated  with  severe 
trauma  or  dental  manipulation.  After  the 
diagnosis  was  suspected  in  the  propositus,  an  ex- 
amination of  the  histories  of  family  members 
was  made  and  the  remainder  of  the  cases  iden- 
tified (Fig.  1).  Subsequently,  coagulation 
studies  were  performed  on  the  blood  of  the 
propositus  and  an  affected  male  cousin  which 
confirmed  the  diagnosis  of  mild  hemophilia  A, 
(Cases  1 and  4). 

CASE  REPORTS 

Case  1 (IV-23,  Fig.  1):  The  propositus  is  a nine  year  old 
Shoshoni  male  who  was  circumcised  at  a few  days  of  age 
without  difficulty.  During  childhood  he  had  frequent 
hemotamata  following  trauma,  and  at  the  age  of  four  years 


*I)rs.  .lanet  R.  Gilsdorf,  -lames  R.  Gilsdorf,  Paul  .1.  Nicholls,  are  in 
the  Public  Health  Service  Indian  Hospital,  Owyhee,  Nevada.  Dr. 
Edward  -I.  Hershgold,  is  in  the  Departments  of  Family  and  Com- 
munity Medicine  and  Pathology,  University  of  lltah  College  of 
Medicine,  .Salt  Lake  City,  ITah. 


experienced  prolonged  bleeding  from  the  socket  of  an  ex- 
tracted tooth.  At  age  eight  years  he  underwent  minor  dental 
surgery  for  the  removal  of  a supernumerary  tooth  on  the 
anterior  palate.  The  day  following  the  procedure  he  was  seen 
for  persistent  bleeding  from  the  operative  site.  The  sutures 
were  replaced  and  thrombin  applied  locally  but  two  days 
later  the  wound  began  oozing  blood.  The  bleeding  was  con- 
trolled following  infusion  of  factor  VIII.  Four  days  after  the 
administration  of  the  factor  VIII,  bleeding  from  the  wound 
once  again  recurred.  The  patient  again  received  factor  IIII 
with  cessation  of  the  bleeding.  Coagulation  studies  revealed 
a prolonged  partial  thromboplastin  time,  a factor  VIII  ac- 
tivity level  of  2Tf,  a normal  bleeding  time,  and  a normal 
platelet  adhesiveness  (Table  I). 

Case  2 (IV-25,  Fig.  1):  This  5-year-old  boy  was  circumcised 
at  age  one  day  without  difficulty.  At  age  three  years  he  in- 
curred a scalp  laceration  which  oozed  for  thirteen  days 
despite  numerous  attempts  to  control  the  bleeding  with  local 
measures.  At  age  4 years  he  traumatically  ruptured  his  left 
tympanic  membrane  which  bled  for  eight  days.  He  ac- 
cidently bit  his  lip  several  months  later  which  bled  for  four 
days  and  required  suturing  twice  for  hemostasis.  No 
coagulation  studies  have  been  performed  on  this  boy. 

Case  3 (IV-12,  Fig.  1):  This  nineteen-year-old  male 
developed  a hematoma  following  a cut  on  the  forehead  at  age 
ten  years  which  persisted  for  seven  days.  At  age  thirteen 
years,  he  hemorrhaged  from  the  left  upper  alveolar  ridge 
after  tooth  extraction.  The  bleeding  was  finally  controlled  in 
the  hospital  by  local  measures.  Two  days  following  removal 
of  a wart  on  his  left  foot  at  age  seventeen  years,  he  began 
bleeding  from  the  wound  site.  This  was  controlled  two  days 
later  by  local  treatment.  No  coagulation  studies  were  done. 

Case  4 (IV- 18.  Fig.  1):  This  twelve-year-old  boy  was  circum- 
cised at  age  six  days  without  difficulty.  At  age  five  years  he 
developed  a hematoma  of  the  left  knee  following  a fall.  At 
age  six  he  was  again  hospitalized  for  a hematoma  of  the  chin 
and  prolonged  bleeding  from  an  abrasion  on  the  right  knee. 
Local  measures  were  used  to  attain  hemostasis.  At  age 
twelve  years,  he  lacerated  his  scrotum  and  developed  a small 
scrotal  hematoma  which  continued  to  increase  in  size  until 
the  seventh  day  after  injury  when  the  wound  spontaneously 
began  bleeding.  Hemostasis  was  achieved  following  infusion 
of  factor  VIII.  Coagulation  studies  revealed  a slightly 
prolonged  PTT,  moderately  low  factor  VIII  level  (26'^'r)  and 
normal  bleeding  time  and  platelet  adhesiveness  (Table  1). 
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Table  I.  Laboratory  values  for  cases  studied. 


Activated  partial 
thrombop las  t i n 
time  (9) 

(N=3I-'i3  secs.) 

Factor  V 1 1 1 
(10) 

(N=50-I50%) 

Bleeding  time 
(11) 

(N=A  to  9 min. 

Platelet 
Adhes i ve- 
ness  (12) 

,)  (N=it5-90^) 

Case  1 

52 

2]% 

6 

IbX 

Case  4 

'tS 

26% 

6.5 

88% 

Fema 1 e 
Fami iy 
Member 

1 10% 

5 

87% 

Case  5 (IV-21,  Fig.  1):  This  ten-year-old  boy  was  not  circum- 
cised in  infancy.  At  age  six  years  he  was  hospitalized  for  a 
hematoma  of  the  right  foot  which  persisted  for  fourteen 
days.  At  age  ten  he  developed  a hematoma  of  the  left  elbow 
persisting  for  thirteen  days.  No  coagulation  studies  have 
been  performed. 

Case  6 (IV-11,  Fig.  1):  This  patient  died  at  age  31  years 
following  an  automobile  accident.  He  had  prolonged 
bleeding  from  lacerations  and  had  stated  that  he  “is  a 
bleeder"  but  coagulation  studies  were  never  performed  at 
this  hospital. 

Case  7 (IV-73,  Fig.  1):  This  patient  died  as  a young  man  of 
injuries  following  a motorcycle  accident.  He  bled  per- 
sistently from  cuts  and  had  prolonged  nose  bleeds.  He  was 
said  to  be  a “hemophiliac”  in  his  childhood. 

Case  8 (II-2,  Fig.  1);  This  man  was  the  maternal  grandfather 
of  cases  1 through  6.  He  died  at  age  52  of  gastrointestinal 
hemorrhage.  He  bled  persistently  from  the  socket  of  ex- 
tracted teeth,  but  there  is  no  known  history  of  prolonged 
bleeding  associated  with  traumatic  injuries. 

Comment 

The  diagnosis  of  hemophilia  A as  dis- 
tinguished from  Von  Willebrand’s  disease  rests 
most  heavily  upon  three  laboratory  findings:  low 
levels  of  plasma  factor  VIII  activity,  a normal 
bleeding  time,  and  normal  platelet  ad-hesive- 
ness.  Coagulation  studies  were  performed  in 
three  members  of  this  American  Indian  family 
to  establish  the  cause  of  prolonged  bleeding 
associated  with  trauma  present  in  several 
members.  The  two  males  tested  (cases  1 and  4) 
have  histories  strongly  suggesting  the  presence 
of  a bleeding  diathesis,  and  their  coagulation 
studies  (Table  I)  confirm  the  diagnosis  of 
classical  hemophilia.  A female  member  (IV-19) 
of  the  family  was  tested  for  coagulation  dysfunc- 
tion because  of  a vague  history  of  frequent  nose 
bleeds.  Her  clotting  functions  were  normal. 

In  mildly  affected  hemophiliac  patients, 
episodes  of  prolonged  bleeding  are  rarely  spon- 
taneous, and  most  often  are  associated  with 
trauma. The  hemorrhages  that  occured  in 
the  patients  presented  here  likewise  were  in- 
itiated by  trauma.  In  particular,  dental 


■ affected  male 
0 dead  at  time  of  study 


Fig.  1.  Pedigree  of  family  studied. 


procedures,  such  as  tooth  extraction,  provoked 
many  of  the  bleeding  episodes.  In  contrast  to 
more  severe  forms  of  hemophilia,  hemarthrosis 
rarely  occurs  in  mildly  affected  patients.®  None 
of  the  patients  reported  here  have  had  bleeding 
into  joint  spaces. 

Two  of  our  patients  have  experienced 
bleeding  episodes  severe  enough  to  require 
replacement  with  factor  VIII  to  attain 
hemostasis.  Patient  1 bled  persistently  following 
removal  of  a supernumerary  tooth  from  the 
anterior  palate  and  required  factor  VIII  three 
days  and  again  seven  days  following  the  opera- 
tion for  adequate  hemostasis. 

Often  the  bleeding  diathesis  does  not  become 
apparent  until  late  infancy,  childhood,  or  even 
later  in  patients  with  mild  hemophilia.®  This 
relatively  delayed  recognition  of  the  bleeding 
tendency  occured  in  our  patients.  Three  of  them 
are  known  to  have  been  circumcised  as  newborn 
infants  without  prolonged  bleeding.  Indeed, 
none  experienced  severe  bleeding  before  the  age 
of  three  years. 

Two  cases  of  hemophilia  A have  been 
reported  previously  in  American  Indians.^  Both 
were  Navajo  boys  assumed  to  be  unrelated.  Fac- 
tor VIII  assays  were  not  done  in  these  cases  and 
the  diagnosis  was  established  in  both  on  the 
basis  of  substitution  tests.  Family  histories  were 
not  available  from  these  cases  and  no  family  in- 
vestigation was  done. 
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The  family  reported  here  (Fig.  I)  represents 
an  affected  grandfather  (II-2)  and  seven  affected 
grandsons.  These  grandsons  are  the  offspring  of 
daughters  of  patient  II-2  by  two  marriages.  The 
parents  as  well  as  a brother  and  half-brother  of 
II-2  have  no  histories  of  bleeding  problems. 
Another  brother  (II-3)  died  in  childhood  of  un- 
known causes.  To  date,  the  male  descendants  of 
the  three  sisters  of  II-2  fail  to  show  any  bleeding 
tendencies.  Since  hemophilia  A is  inherited  as  a 
six-linked  recessive  gene  carried  on  the  X 
chromosome^,  one  would  anticipate  that  the 
sons  of  an  affected  male  would  be  normal  and  all 
the  daughters  would  be  carriers.  Accordingly, 
half  of  the  sons  of  the  carrier  women  would  be 
affected.  Patient  II-2  fathered  eight  daughters; 
five  of  the  seven  daughters  who  have  borne 
offspring  have  produced  affected  sons.  The  six 
sons  of  II -2  are  normal  by  history. 

There  are  several  possibilities  to  explain  the 
introduction  of  the  hemophilia  gene  in  this 
American  Indian  family.  Although  no  one  in  the 
family  is  aware  of  any  non-Indian  ancestry,  it  is 
possible  that  a non-Indian  carrier  female  or  a 
non-Indian  affected  male  introduced  the  gene 
several  generations  ago.  However,  by  applying 
statistical  analysis  to  a series  of  factor  VIII  levels 
in  mothers  and  grandmothers  of  hemophiliacs, 
Strauss’^  determined  that  86  per  cent  of  mothers 


but  only  28  per  cent  of  grandmothers  are 
carriers.  He  concluded  that  it  is  unlikely  that 
the  hemophilic  gene  is  often  passed  unexpressed 
through  many  generations  of  female  carriers 
before  full  expression.  Over  one-third  of 
hemophilic  patients  are  thought  to  be  sporadic 
cases. In  this  situation  the  mutation  occurs  in 
the  X gene  from  the  mother  or  in  the  X gene  of 
one  of  the  maternal  grandparents. ^’®Because  II-2 
was  apparently  the  only  case  among  his  siblings 
and  none  of  his  three  sisters  has  produced  an 
affected  male  descendant,  a more  likely 
possibility  is  that  II-2  represents  a sporadic  case. 

Summary 

Hemophilia  A appears  to  be  rare  among 
American  Indians.  This  study  reports  a 
Shoshoni  family  containing  eight  males  with 
histories  of  bleeding  diatheses  associated  with 
deep  trauma  and  dental  manipulation.  Coagula- 
tion studies  of  two  of  the  affected  males  revealed 
moderately  low  factor  VIII  activity,  normal 
bleeding  times  and  normal  platelet  adhesive- 
ness, substantiating  a diagnosis  of  mild 
hemophilia  A.  Although  the  mode  of  introduc- 
tion of  the  hemophilia  gene  into  this  family  may 
have  been  through  a non-Indian  ancestor,  a 
more  likely  possibility  is  that  the  affected  grand- 
father represents  a sporadic  case.  • 
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Transsphenoidal  surgery 
use  and  misuse 


Early  in  this  century,  initially  by  Schloffler,  the 
transsphenoidal  surgical  route  was  used  for 
pituitary  surgery.  Harvey  Cushing  later  adopted 
the  procedure  and  accumulated  a large  series  of 
cases,  all  with  pituitary  tumors  and  all  achiev- 
ing good  to  excellent  results.  However,  because 
of  lack  of  decisive  visualization,  antibiotics  and 
parenteral  Cortisone,  Cushing  later  abandoned 
the  procedure  in  favor  of  the  intra-cranial  trans- 
frontal  way.  Guiot,  in  1957,  with  the  urging  and 
experience  of  Sir  Normal  Dott,  reinstituted  the 
procedure  and  added  the  x-ray  image  intensifier 
for  lateral  visualization  and  depth  control.  Har- 
dy, after  a time  with  Guiot,  in  1967  introduced 
to  transsphenoidal  surgery  the  use  of  the 
operating  microscope. 

Material 

Since  1970,  in  Reno,  Nevada,  the  trans- 
sphenoidal microsurgical  approach  has  been 
used  nearly  exclusively  for  problems  in  and 
around  the  sella  turcica.  The  indications  for  the 
use  of  this  procedure  have  included  traditional 
neurosurgical  ones  of  intra-sellar  expansion 
noted  on  plain  skull  x-ray  and  suprasellar  ex- 
pansion with  visual  field  defect  presenting  a 
typical  bitemporal  hemianopsia.  In  addition, 
specific  endocrine  changes,  without  significant 
pituitary  enlargement,  may  now  be  considered 
sufficient  justification  to  warrant  trans- 
sphenoidal surgical  removal  of 
microadenomas — saving  normal  pituitary 
gland.  The  microsurgical  approach  enables  the 
surgeon  to  preserve  normal  pituitary  function 
while  removing  a micro  hyposecretory  or 
hypersecretory  tumor,  obtaining  tissue  for 
pathologic  diagnosis  and,  in  most  cases,  achiev- 
ing excellent  therapeutic  benefit. 

A series  of  23  transsphenoidal  surgeries,  all 
performed  at  Washoe  Medical  Center  between 
January,  1971  and  December,  1973  is  presented 
in  Table  1.  The  cases  include  a variety  of  con- 
ditions. The  results,  now  with  two  years 
followup,  compare  with  larger  previously 
reported  series.  Good  to  excellent  response  is 
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defined  in  the  case  of  pituitary  tumors  as  return 
to  physiologic  normal  both  from  an  anatomic 
and  endocrine  standpoint.  When  dealing  with 
metastatic  carcinoma,  a good  to  excellent  result 
denotes  tumor  regression  with  pain  relief,  and 
improved  in  this  category  includes  pain  relief 
without  tumor  regression.  In  dealing  with  the 
empty  sella  or  CSF  fistula,  full  correction  is 
possible. 

Surgical  Indications 

Enlarged  sella  with  clinically  associated 
headache,  hypo  or  hyperpituitarism, 
cerebrospinal  fluid  rhinorrhea  or  visual  symp- 
toms, such  as  bitemporal  hemianopsia  is  indica- 
tion for  surgery.  Intra-sellar  pituitary  tumors 
may  expand  either  upward  in  a suprasellar 
direction  displacing  the  optic  chiasm,  may  slip 
under  the  optic  nerves  in  the  direction  of  the 
temporal  lobe,  or  may  extend  backward  toward 
the  hypothalamus.  Tumors  which  are  dumbbell 
in  shape,  with  a narrow,  constricted  neck  at  the 
diaphragm,  are  not  considered  good  candidates 
for  the  transsphenoidal  approach  and  are  better 
removed  by  sub-frontal  intracranial  exposure. 
Additionally,  tumors  extending  underneath  the 
temporal  lobe  and  those  extending  into  the 
hypothalamus  are  best  approached  from  the 
intra-cranial  route.  (Fig.  1). 

Large  suprasellar  tumors,  with  an  open 
diaphragm  displacing  the  third  ventricle 
upward,  (Fig.  2)  may  be  totally  removed  via  the 
transsphenoidal  way  with  a return  of  the  optic 
chiasm  to  its  physiologic  position  and  a return  of 
excellent  vision  postoperatively.  Such  tumors 
though,  following  their  surgical  removal,  may 
cause  descent  of  the  optic  chiasm  downward  into 
the  now  empty  sella,  through  attachment  and 
fixation  to  the  previously  present  diaphragm, 
causing,  in  turn,  new  visual  symptoms  by 
downward  displacement  with  traction.  These 
symptoms  can  be  alleviated  by  the  filling  of  the 
sella,  at  the  time  of  transsphenoidal  evacuation, 
with  bone,  fat  or  muscle,  allowing  the  optic 


88 


Rocky  Mountain  Medical  Journal 


TABLE  1 

Exper i ence  With 

Transpheno i da  1 Surgery  in  23  Patients 


Tota  1 
Cases 

Pituitary  Tumor 

Chromophobe  adenoma  2 

Eos i noph i 1 1 i c adenoma  (acromegaly)  3 
Metastatic  carcinoma 
Breast  6 

Prostate  5 

Diabetic  retinopathy  I 

Symptomatic  empty  sella  h 

CSF  fistula 

23 

chiasm  to  remain  in  its  physiologic  normal  posi- 
tion (Fig.  3).  According  to  Guiot,  approximately 
twenty  per  cent  of  all  pituitary  tumors,  pre- 
viously unsuspected  of  downward  migration,  are 
definitely  evading  downward  into  the  sphenoid 
sinus  with  definite  erosion  of  the  base  of  the  sella 
turcica.  These  tumors  are  unquestionably  best 
approached  via  the  transsphenoidal  way  and 
these  tumors  frequently  will  present  some 
manifestation  of  cerebrospinal  fluid  rhinorrhea. 

Hypersecretory  Tumors 

Acromegaly  is  clinically  recognizable  by 
enlargement  of  facial  features,  bony  tufts  of  the 
fingers  and  markedly  elevated  growth  hormone, 
as  measured  by  immunoassay.  A clinically  ac- 
tive acromegaly,  with  the  presence  of  a non- 
suppressible  growth  hormone,  after  a glucose 
load,  must  be  considered  sufficient  evidence  to 
establish  a diagnosis  of  a hypersecretroy 
pituitary  tumor,  usually  of  a eosinophilic  type. 
It  may  be  invasive  or  noninvasive.  The  invasive 
tumor  of  acromegaly  often  presents  a difficult 
therapeutic  problem  inasmuch  as  surgical 
evacuation  and  bathing  the  bed  of  the  tumor 
with  absolute  alcohol  only  leads  to  return  to  nor- 
mal growth  hormone  levels  in  fifty  to  seventy  per 
cent  of  patients.  Because  of  these  results,  many 
centers  are  now  using  adjuvants,  such  as  im- 
mediate postoperative  x-ray  therapy  or  use  of 
heavy  particle  proton  or  deuteron  beam  in  addi- 
tion to  transsphenoidal  surgery. 

Chronic,  persistent  galactorrhea,  with 
elevated  prolactin,  as  measured  by  im- 
munoassay study,  frequently  represent  prolactin 
tumor.  These  micro  pituitary  adenomata  are 
frequently  of  the  eosinophilic  type.  Generally 
transsphenoidal  surgical  evacuation  and 
bathing  of  the  tumor  bed  with  absolute  alcohol 
results  in  good  to  excellent  response  with  return 
of  prolactin  levels  within  a period  of  hours  to  a 
normal  level,  and  cessation  of  all  galactorrhea. 
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Fig.  1.  Diagramatic  demonstration  of  variability  of  upward 
extending  pituitary  tumors. 

Cushings’s  classical  syndrome,  manifested 
by  hypersecretion  of  ACTH,  may  be  alleviated 
by  surgical  evacuation  of  the  microadenoma  and 
bathing  the  bed  with  absolute  alcohol.  Care 
must  be  taken  in  these  patients  to  be  certain  of 
the  source  of  the  Cushing  syndrome,  checking 
for  the  possibility  of  adrenal  focus  as  a possible 
primary  source.  In  those  cases  where  adrenal 
hyperplasia  is  mistaken  as  a primary  source, 
removal  of  the  adrenal  may  lead  to  a secondary 
condition  of  Nelson’s  syndrome  presenting  with 
associated  hyperpigmentation  and  Cushing’s 
syndrome. 

Documented  cases  of  TSH  secreting  tumors 
with  exophthalmus,  have  been  reported.  In  each 
case,  exophthalmus  was  a prominent  feature 
and,  in  each  case,  after  removal  of  the 
microadenoma,  TSH  levels  and  the  ex- 
ophthalism,  returned  to  a normal  state.  Cases  of 
TSH  or  LH  secreting  tumors  have  been 
reported,  but  surgical  experience  in  this  area  is 
lacking  since  this  type  tumor  is  extremely  rare. 

Hyposecretory  Tumors 

Chromophobe  adenoma  remains  the  most 
frequent  pituitary  tumor.  It  manifests  a 
hypopituitary  state,  secondary  to  direct  com- 
pression of  normal  pituitary  and  shutting  down 
of  the  normal  anterior  pituitary  function.  These 
tumors  frequently  present  as  an  expansile  intra- 
sellar lesion,  producing  visual  change, 
rhinorrhea,  headache  and  hypopituitarism.  Ad- 
ditionally, acute  hemorrhage  into  a 
chromophobe  adenoma  may  result  in  a sudden 
state  of  pituitary  insufficiency  known  as 
pituitary  apoplexy  requiring  emergency  treat- 
ment in  the  form  of  both  intravenous  glucose 
and  cortisone. 
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Fig.  2.  Large  supra-sellar  tumors. 


Metastatic  Carcinoma 

Metastatic  carcinoma  of  the  breast 
producing  lesions  of  the  bone,  causing  severe 
pain,  may  be  significantly  aided  by  pituitary 
ablation.  Seventy  to  ninety  per  cent  of  those 
patients  showing  favorable  response  to 
oophorectomy  may  be  benefited  by  pituitary 
ablation,  the  transsphenoidal  surgical  approach 
for  such  offers  an  opportunity  for  complete 
pituitary  ablation  without  the  significant  risk 
associated  with  the  intracranial  transfrontal 
approach.  Additionally,  the  procedure  offers  an 
excellent  avenue  of  pain  relief  since,  in  most 
cases,  good  to  excellent  pain  relief  is  a common 
early  postoperative  feature.  In  addition,  definite 
remission  of  metastatic  spread  has  been  fre- 
quently recorded.  Long  term  results  as  recorded 
by  Hayward  and  by  others  demonstrate  une- 
quivocally better  response  from  pituitary  abla- 
tion than  by  adrenal  removal. 

Metastatic  carcinoma  of  the  prostate  to 
bone  also  can  be  benefited  by  pituitary  ablation. 
The  beneficial  response  of  pain  relief  is  common, 
but  actual  remission  of  tumor  has  been  observed 
in  only  approximately  fifty  per  cent  of  patients. 


Fig.  3.  Left — Empty  sella.  Right — Diagramatic  view  with 
optic  nerves  pulled  down  into  a empty  sella. 


Empty  Sella  and  Expansion  Cysts 

The  empty  sella,  presenting  with  rhinorrhea 
and/or  visual  symptoms  from  downward  migra- 
tion of  the  optic  chiasm  or  upward  subluxation 
of  the  pituitary  against  the  optic  chiasm  may  be 
alleviated  by  removal  of  the  intrasellar  cyst  with 
drainage  and  packing  and  filling  of  the  sellar 
contents  with  a free  fat  or  bone  graft  allowing 
the  optic  chiasm  to  remain  in  a normal 
physiologic  position. 

Summary 

The  transsphenoidal  surgical  approach  to 
the  sella  turcica  is  a safe  and  surgically  facile 
procedure.  In  the  series  reported  by  Guiot,  the 
overall  mortality  remains  at  less  than  one  per 
cent  with  an  experience  in  excess  of  500  patients. 
The  average  in-hospital  time  remains  at  three  to 
five  days  with  minimal  post  surgical  pain  and 
minimal  morbidity.  The  procedure  offers  a sur- 
gically safe  approach  to  difficult  pituitary 
problems  and  allows  difficult  pituitary  ablative 
procedures  to  be  carried  out  on  severely  ill 
patients  with  minimal  difficulty.  • 
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Management  of  rhabdomyosarcoma 

in  children: 

A Multidisciplinary  Approach* 


Charlene  P.  Holton,  MD, 
Katharine  E.  Chapman,  MD, 
Robert  W.  Lackey,  MD  and 
Blaise  E.  Favara,  MD,  Denver. 


Combination  of  surgery,  radiation,  and 
chemotherapy  has  improved  the  survival 
rate  of  children  with  this  heretofore 
lethal  neoplasm. 


Historically,  rhabdomyosarcoma,  the  most 
common  soft  tissue  tumor  of  childhood,  has  had 
a dismal  five  year  survival  rate  of  ten  to  twelve 
per  cent  when  treated  with  surgery  and  radiation 
therapy.  Since  1969,  at  the  Denver  Children’s 
Hospital  Oncology  Center  with  Presbyterian 
Medical  Center,  an  aggressive  approach  in- 
cluding surgery,  radiation  therapy  with  mega 
voltage  technics  and  combination  chemotherapy 
for  one  to  two  years  has  resulted  in  remarkable 
improvement.  To  date,  thirteen  of  twenty  one 
patients  are  surviving  with  no  evidence  of  dis- 
ease for  thirteen  to  forty-nine  months. 

The  childhood  rhabdomyosarcomas  involved 
in  this  study  were  mixed,  undifferentiated, 
embryonal,  or  alveolar  histological  types. 
Earlier  reports  have  demonstrated  grim  survival 
rates,  with  surgery  or  radiation  therapy  alone. 
This  tumor  tends  to  metastasize  by  means  of  the 
blood  and  lymphatics,  and  is  relatively 
radioresistant  when  treated  by  classical 
methods. 

Pratt  developed  a staging  and  adjunctive 
chemotherapy  plan  in  1968.^  This  program  was 
modified  at  the  Children’s  Hospital  Oncology 
Center  in  Denver  to  extend  chemotherapy  from 


*Dr.  Holton  was  formerly  Director,  Pediatric  Oncology  Center, 
Denver,  and  Director,  Colorado  Regional  Cancer  Center.  She  is 
presently  at  the  Mountain  States  Tumor  Institute,  Boise,  Idaho.  Dr. 
Favara  is  in  Oncology  Department,  The  Children’s  Hospital,  and  Dr. 
Chapman  and  Dr.  Lackey  are  in  Radiation  Therapy  Department, 
Presbyterian  Medical  Center,  Denver. 


six  to  twelve  months  to  twelve  to  twenty-four 
months,  and  include  electron  beam  and  x-ray 
therapy.  The  results  of  this  approach  are 
presented  here. 

Materials  and  Methods 

All  patients  without  prior  therapy  and  with  a 
confirmed  tissue  diagnosis  of  rhabdomyosar- 
coma were  eligible  for  entry  into  this  study.  The 
initial  staging  was  determined  by  extent  and 
resectability  of  tumor  (Table  I).  Evaluation  in- 
cluded history,  physical  examination,  four-way 
chest  roentgenogram,  intravenous  pyelogram, 
skeletal  survey,  tomograms  or  scans  if  indicated, 
bone  marrow  aspiration  and  biopsy,  complete 
blood  count  (CBC),  platelet  count,  reticulocyte 
count,  liver  and  renal  function  studies,  and 
photographs  of  the  lesion.  Biopsy  material  was 
examined  by  light  and  in  selected  cases  by 
electron  microscopy. 

Ten  girls  and  eleven  boys  ranging  from  16 
months  to  21  years  of  age  were  entered.  Five 
patients  were  Stage  lA,  ten  were  Stage  IIB,  five 
were  IIIA.,  and  one  was  IIIB.  There  were  no  Stage 
IIA  patients.  In  five  children,  the  primary  tumor 
was  located  in  the  head  and  neck  region.  Four 
had  tumors  in  the  upper  extremity,  two  in  the 
lower  extremity  and  in  five  patients,  the  tumor 
arose  in  the  pelvis. 

Treatment 

An  en  bloc  resection  was  carried  out 
whenever  possible.  No  node  dissections  or  am- 
putations were  done  for  lesion  of  the  extremities. 
No  enucleations  were  done  for  orbital  tumors  or 
temporal  bone  resections  for  middle  ear  tumors. 
The  abdominal  tumors  that  were  not  resectable 
were  marked  with  silver  clips.  In  paratesticular 
tumors,  orchiectomy  with  high  ligation  of  the 
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TABLE  1 


TABLE  2 


Clinical  Staging  of  Childhood 
Rhabdomy sarcoma 

Stage  1 Localized  disease,  completely  resectable 

Stage  II  Regional  disease:  adjacent  structures  or 

local  or  regional  nodes 

A.  Completely  resectable 

B,  Non-resectabl e or  partially  resectable, 
ie.,  pelvic  lymph  node  involvement  from 
sarcoma  botryoides,  or  involvement  of 
base  of  skull  from  nasopharyngeal 

pr i mary . 

Stage  III  Generalized  disease. 

A.  Distant  metastases  with  normal  bone 
marrow(pulmonary  metastases  or  disease 
above  and  below  the  diaphragm,  or  disease 
involving  2 contiguous  areas). 

B.  Distant  metastases  with  positive  bone 
marrow  (pulmonary  metastases  may  or  may 
not  be  present) . 

cord  was  performed.  There  was  periodic  re- 
evaluation  of  the  initially  non-resectable  tumors 
to  determine  possible  subsequent  operability. 

Radiation  therapy  was  used  in  non- 
resectable  tumors.  Electron  beam  therapy  was 
selected  as  the  treatment  of  choice  when  ade- 
quate dosage  could  be  delivered  to  all  portions  of 
the  tumor.  Four  to  six  thousand  rads  were  used 
with  up  to  25  MeV  over  a period  of  four  to  eight 
weeks.  If  the  location  of  the  tumor  or  stage  of 
disease  did  not  permit  electron  beam  treatment 
alone,  a combination  of  4 - 25  MeV  x-ray 
megavoltage  and  electron  beam  therapy  or 
mega-voltage  x-ray  therapy  alone  was  utilized. 
In  cases  with  widely  disseminated  disease,  in- 
dividualized plans  were  devised. 

The  real  dosimetry  challenge  occurred  in 
children  whose  entire  extremities,  axillary  or  in- 
guinal regions,  superclavacular  areas,  chest 
wall,  abdomen,  or  buttock  areas  were  at  risk. 
Careful  measurements  were  made  and  the  total 
volume  of  tissue  was  encompassed  in  a wax  form 
to  produce  uniform  thickness  of  the  entire  part. 
Dosimetry  was  planned  by  computer.  The  lack 
of  homogeneity  inherent  in  electron  beam 
therapy  necessitated  overlapping  and  alter- 
nating the  fields  each  day  so  that  a dose  of  200 
rads  per  day  for  five  days  was  achieved. 

Drug  therapy  with  Vincristine  (VCR)  1.5 
mg/square  meter  intravenously  (IV),  Dac- 
tinomycin  (Dactino)  0.4  mg/square  meter  IV, 
and  Cyclophosphamide  300  mg/square  meter  IV 
was  given  concurrently  with  radiation  therapy 
after  tissue  diagnosis.  The  duration  of  therapy 
was  one  year  in  Stage  I and  IIA  patients  and  two 
years  in  Stage  IIB,  IIIA  and  B patients  (Table 
II). 

Response  to  therapy  was  determined  in  rela- 
tion to  the  clinical  staging  of  the  disease  and  ex- 
tent with  duration  of  the  response.  Grading  was 


Rhabdomyosarcoma 
Summary  of  Results  - 8/75 

Response  Survival 


Age  at 

Durat ion 

Durat i on 

Stage 

Dx 

Location 

Response 

(Months) 

(Months) 

lA 

2 yrs. 

Bladder  neck 

Comp  1 ete 
recurred 

21 

24, Died 

lA 

3 yrs. 

Paratesticular 

Complete 

Al 

42, NED 

lA 

11  yrs. 

Forearm 

Complete 

1(8 

49, NED 

lA 

A yrs 

Soft  Palate 

Complete 

73 

74, NED 

1 A 

1 8 mos . 

Groin  Node 

Complete 

12 

13, NED 

16 

3 yrs. 

Middle  Ear 

Complete 

3'( 

35, NED 

1 B 

1 6 mos . 

Retroperi toneal 

Partial 

5 

6, Died 

1 6 

2 yrs . 

Nasopha  rynx 

Complete 

16 

42, NED 

1 B 

5 yrs. 

1 n t ra  thorac i c 

Comp  1 ete 

lA 

15, Died 

18 

12  yrs . 

Forea  rm 

Complete 

46 

47, NED 

IB 

20  mos . 

Foot 

Complete 

48 

49, NED 

1 B 

12  yrs. 

Cervical  Neck 

Partial 

4 

23, Died 

1 B 

2-12  yrs . 

Cervical  Neck 

Comp  1 e te 

29 

30, NED 

IB 

20  mos. 

Bladder  Neck 

Complete 

30 

31 ,NED 

IB 

21  yrs. 

Post  Thigh 

Comp  1 ete 

28 

29, NED 

lA 

6 yrs . 

Pelvis 

Comp  1 ete 

43 

44, NED 

lA 

12  yrs. 

Buttock 

Complete 

recurred 

5 

18, Died 

lA 

13  yrs. 

Parates t i cu 1 ar 

Comp  1 ete 

36 

37, NED 

1 A 

6 yrs . 

Bladder  Neck 

Comp  1 ete 
Recurred 

2 

8, Died 

lA 

12  yrs. 

Forearm 

Comp  1 ete 
recurred 

30 

off  Rx 

53, Died 

1 B 

IA-1/2  yrs 

. Forearm  and 
Marrow 

Comp  1 ete 
recur  red 

7 

1 1 ,Died 

as  follows:  complete,  partial,  none,  and 
progressive  disease.  The  onset  of  response  was 
indicated  by  the  number  of  days  it  took  to 
produce  a twenty-five  percent  decrease  in  at 
least  one  well-defined  measurable  lesion  in  the 
absence  of  progressive  disease.  Progression  or 
the  appearance  of  a new  lesion  marked  the  end 
of  response. 

Results  to  Date 

Five  patients  with  Stage  I had  complete 
response  to  therapy.  One  patient  expired  with 
local  recurrence  at  the  surgical  margin  of  a 
bladder  primary;  the  original  lesion  was  thought 
to  have  been  clear  and  he  received  only  800  rads 
of  radiation  therapy  because  of  the  presence  of 
an  ilial  conduit  and  his  small  size. 

Of  the  ten  patients  with  Stage  IIB  disease, 
seven  had  a complete  response  of  29  to  49 
months,  three  improved  temporarily  but  had 
progression  and  died  at  6 months,  15  months 
and  23  months. 

In  the  five  patients  with  Stage  IIIA  disease, 
three  died  with  disease  at  8 months,  18  months 
and  53  months.  Two  are  surviving  at  37  and  44 
months  with  no  evidence  of  disease.  The  one 
patient  with  Stage  IIIB  had  clearing  of  bone 
marrow  for  7 months  and  then  developed  a new 
bony  lesion  and  expired  4 months  later,  a sur- 
vival time  of  11  months. 

To  date,  thirteen  of  twenty-one  patients  are 
surviving  disease-free  from  13  to  49  months 
(Table  2). 


92 


Rocky  Mountain  Medical  Journal 


Toxicity 

The  most  common  side  effects  noted  were 
nausea,  vomiting,  and  anorexia  associated  with 
chemotherapy  and/or  abdominal  radiation 
therapy.  Antiemetics  and  increased  fluid  intake 
gave  some  relief.  Weight  loss  and  alopecia  were 
noted  early  in  therapy  but  improved  with  time 
and  completely  disappeared  with  the  cessation 
of  therapy.  Bone  marrow  depression  occurred 
when  chemotherapy  was  used  with  pelvic  or 
large  abdominal  radiation  therapy  ports.  No 
oral  ulcers  or  cystitis  developed,  but  two  patients 
had  transient  radiation  proctitis.  Neurotoxicity 
from  VCR  was  mild  and  reversible.  Radiation 
ulcerations  were  occasionally  encountered,  but 
were  easily  treated  with  local  care.  Radiation 
atrophy  of  the  extremities  was  seen  to  some 
degree  in  6 patients,  but  all  retained  a func- 
tional limb. 

Discussion 

In  reviewing  the  history  of  therapy  at  the 
Children’s  Hospital,  eighteen  rhabdomyosar- 
comas had  been  treated  over  twenty-two  years 
without  a combined  approach.  There  were  four 
survivors  at  20,  15,  6,  and  6 years  following 
therapy;  two  of  these  four  had  surgery,  radiation 


and  chemotherapy.  The  present  study  of 
twenty-one  patients  followed  during  the  last  6.8 
years  and  staged  and  treated  in  a uniform 
fashion  shows  definite  improvement  in  survival 
without  significant  morbidity.  The  extension  of 
chemotherapy  to  one  to  two  years  to  cover  the 
period  of  greatest  possible  risk  if  there  is 
recurrence  has  enhanced  survival  as  compared 
to  other  series. 

The  dilemma  now  faced  is  two-fold.  Are  the 
current  staging  criteria  based  on  extent  and 
resectability  of  tumor  valid  in  a era  when  radical 
surgery  is  no  longer  feasible  in  the  growing  child 
if  new  types  of  radiation  therapy  are  producing 
apparent  cures?  The  second  problem  involves 
cases  with  widespread  tumor — a tumor  that 
responds  to  therapy  in  its  more  localized  forms. 
How  can  disseminated  tumor  be  controlled?  We 
are  adding  Adriamycin  to  our  three  drug 
regimen  because  of  its  recently  reported  effec- 
tiveness. We  are  investigating  host  factors  and 
possible  immunotherapy  in  the  poorer 
responders. 

It  is  essential  that  patients  with  rhab- 
domyosarcoma receive  modern,  aggressive 
therapy  in  order  to  improve  the  prognosis  of  this 
heretofore  lethal  neoplasm.  • 
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MEDIX.  a weekly  thirty-minute  documentary  series  on  medicine  and  health,  designed  to  provide 
the  American  public  with  public  health  care  information  that  will  help  them  live  normal  and  healthy 
lives,  is  now  being  sponsored  in  part  by  The  Burroughs  Wellcome  Company  and  is  being  presented  in 
cooperation  with  the  Denver  Medical  Society. 

Programs  are  telecast  at  3:00  p.m.  on  Mondays  through  Fridays  on  KWGN,  Channel  2 in  Denver, 
and  via  this  same  station  through  cable  into  Wyoming  and  Montana.  New  Mexico  is  not  yet  served 
with  MEDIX,  and  Nevada  cable  systems  draw  from  the  Los  Angeles  area. 

Herewith  a listing  of  forthcoming  programs: 

Week  of  March  14: 

Monday — A GIFT  OF  LIFE — The  serious  shortage  of  kidneys  for  those  awaiting  transplants  on 
kidney  dialysis. 

Tuesday — PLASTIC  SURGERY — The  extent  of  application  of  plastic  surgery  is  varied,  and  dis- 
tinctive reconstructive  efforts  are  demonstrated. 

Wednesday — FITNESS  FUN-FOR-ALL — Dr.  John  Boyer  of  the  President’s  Council  on  Physical 
Fitness  leads  exercises. 

'I'hursday — OBJECTIVE:  HEALTHY  BABIES — Health  tips  for  prospective  mothers  in  com- 
bating birth  defects. 

Friday — THIS  IS  AN  EMERGENCY — Patient’s  eye  view  of  activities  of  fire  department 
paramedic  squad. 

Week  of  March  21: 

Monday — YOU’RE  BEING  ASKED — Importance  of  blood  donations. 

Tuesday — WHAT  DO  YOLl  KNOW  ABOUT  TEETH? — Dental  health  through  dental  hygiene. 

Wednesday — CHALK  TALK  WITH  A JOCK  DOC — Athletic  injuries  and  their  treatment,  with 
Dr.  Robert  Kerlan,  Rams  team  doctor. 

Thursday — ALITISTIC  CHILDREN:  “the  trance  children”  and  behavior  modification  technics. 

Friday — THFl  SEEING  EYE:  Safeguarding  of  sight. 

V/eek  of  March  28: 

Monday — THE  DAY  OF  TWO  DOCTORS:  Doctor-patient  relationships  over  24  hours. 

J'uesday — SO  OLD  THE  PAIN:  Arthritis,  number  one  national  crippler. 

Wednesday—WITH  A LITTLE  HEALTH  FROM  OUR  FRIENDS:  Health  and  first-aid 
treatments  in  comedy  presentation. 

Thursday  —HOW  TO  TAKE  IT  OFF:  Foodoholics  shown  how  to  lose  weight. 

Friday — HOW  DRINKING  AFFECTS  DRIVING:  Race  drivers  and  “street”  drivers  drive  a 
precision  course. 
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Acute  hemorrhagic  pancreatitis 
with  hypertriglyceridemia* 


Carl  E.  Bartecchi,  MD,  Edward  R.  Mastro,  MD, 
and  Carl  W.  Swarts,  MD,  Pueblo,  Colorado 


A patient  with  hyperlipidemia 
associated  acute  hemorrhagic 
pancreatitis  and  pseudocyst  formation 
is  reported.  Survival 
was  accomplished  with  peritoneal 
dialysis  and  surgery.  Aspects  of 
etiology  and  treatment  are  discussed. 


Many  reports  have  outlined  the  relationship 
between  hyperlipidemia  and  pancreatitis. 
Various  clinical  settings  are  known  to  predispose 
the  patient  to  the  development  of  this  com- 
bination. A patient  with  a particularly  severe 
hemorrhagic  pancreatitis  with  pseudocyst  for- 
mation that  developed  in  the  setting  of  a drug 
stimulated  hyperlipidemia  forms  the  basis  of 
this  report. 

CASE  REPORT 

A 58-year-old  Japanese- American  female  was  admitted 
to  St.  Mary  Corwin  Hospital  with  complaint  of  severe  ab- 
dominal pain  which  had  been  getting  progressively  worse  for 
several  days.  She  was  a known  diabetic  for  about  11  years 
with  control  by  oral  agents.  Her  weight  was  usually  about  25 
pounds  above  “ideal”  for  her  body  frame.  She  did  not  smoke 
or  use  alcoholic  beverages.  In  1969  lipid  studies  showed  a 
cholesterol  of  242  mgm%  and  triglycerides  of  312  mgm% 
with  a lipoprotein  electrophoresis  yielding  a Type  IV 
pattern.  During  the  months  prior  to  her  recent  hospital  ad- 
mission, she  was  taking  chlorpropamide  250  mg.,  phen- 
formin  50  mg.  and  conjugated  estrogen  tablet  1.25  mg.  each 
morning.  During  the  month  prior  to  admission  she  ex- 
perienced nausea  and  vomiting  with  epigastric  pain,  but 
continued  her  work  as  a hospital  aid. 

On  examination  the  patient  appeared  acutely  ill.  Her 
temperature  was  98.2°,  blood  pressure  180/90  and  pulse  80. 
Positive  findings  were  limited  to  her  abdomen  which  was 
noted  to  be  distended  and  extremely  tender.  Bowel  sounds 
were  decreased. 
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Laboratory  studies  showed  extremely  lipemic  serum. 
Serum  sodium  was  104  meq/1,  potassium  2.8  meq/1,  chloride 
81  meq/1  and  CO;;  of  13  mM/1.  A 24-hour-urine  amylase  was 
80  Somogyi  units  per  24  hours.  The  WBC  and  all  succeeding 
counts  showed  a marked  left  shift.  Serum  albumin  levels 
were  always  low.  Other  laboratory  data  are  outlined  in  Table 
1. 

Pancreatitis  was  considered  the  most  likely  diagnosis, 
and  treatment  was  initiated  with  nasogastric  suction,  pain 
medications,  fluid  and  electrolyte  replacement,  intravenous 
calcium  and  numerous  blood  transfusions.  Though  afebrile 
initially,  a prominent  and  persistent  temperature  elevation 
was  recorded  from  the  third  day  on.  By  the  end  of  the  first 
week,  although  laboratory  studies  showed  some  improve- 
ment (Table  I),  the  general  condition  of  the  patient  was 
rapidly  deteriorating.  Large  volumes  of  fluids  along  with 
electrolyte  replacement  were  required.  It  became  increasing- 
ly difficult  to  maintain  the  electrolyte  balance  due  to  the 
many  factors,  particularly  the  lipemia  and  the  development 
of  a pre-renal  form  of  azotemia.  Examination  of  the  ab- 
domen at  this  time  revealed  a possible  right  mid-abdominal 
mass  measuring  approximately  18  cm.  in  diameter.  At  this 
time,  a serum  methemalbumin  (Schumm  Test)  was 
positive. 

Peritoneal  dialysis  was  initiated.  Following  the  ab- 
dominal placement  of  the  dialysis  trocar,  600  cc.  of  “prune 
juice”  colored  material  was  removed  from  the  peritoneal 
cavity.  Studies  of  this  paracentesis  fluid  were  as  follows: 
amylase  34, lipase,  ,3,  triglycerides  3550  mgm'^p,  protein  4.3 
gm'r,  LDH  2320  mU/ml,  glucose  284  mg.%,  specific  gravity 
1.028,  calcium  6.6  mgm%,  RBCs  400,  WBCs  40,500  with  91 
segs  and  9 lymphs.  Bacteriologic  culture  of  the  fluid  grew 
Enterobacter  species. 

Peritoneal  dialysis  was  conducted  as  previously 
described,*  and  it  was  continued  for  four  days.  During  that 
time,  the  patient  showed  considerable  improvement  in  her 
clinical  condition,  by  laboratory  test  values  (Table  I)  and  by 
return  to  normal  of  fluid  and  electrolyte  status.  At  the  end  of 
dialysis,  both  the  dialysis  fluid  and  the  dialysis  catheter  tip 
were  cultured.  Enterobacter  with  similar  antibiotic  sen- 
sitivities to  the  initial  paracentesis  culture  was  again  found 
in  spite  of  high  dose,  specific  antibiotic  therapy. 

At  that  point,  an  upper  GI  series  suggested  the  probabili- 
ty of  a pancreatic  pseudocyst.  The  removal  of  the  dialysis 
fluid  allowed  still  further  ability  to  palpate  the  area  of 
suspected  pseudocyst.  Also  over  the  next  few  days,  the 
clinical  course  suggested  small  bowel  obstruction.  Surgery 
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TABLE  1 


Post  Two  weeks 


Norma  1 s 

Admi ss i ons 

End  of  First  week 

Dialysis 

Di  scharge 

Pos  t-D i scharge 

Hemog! ob i n 

22.3  grams 

9.6 

12.1 

15.1 

iTTT; 

WBC 

]2,700 

7,000 

10,300 

1 1 ,600 

11,300 

Amy  1 ase 

40-160 

Somogy i units 

246 

norma  1 

norma  1 

L i pase 

Up  to  1.0  Ti etz 

Un i ts/mi 

.9 

norma  1 

norma  1 

Choi es  terol 

] 50-300mgml 

iSOO 

330 

215 

291 

195 

Trig! i cer i des 

50- 1 SOmgml 

18,830 

777 

369 

250 

Calcium 

8.5-10.5mgm% 

5.1 

7.7 

8.4 

BUN 

1 0-20mgml 

16 

55 

9.0 

Creat i n i ne 

. 5- 1 . 5mgm% 

1 . 1 

3.4 

2.0 

1 .7 

was  then  performed.  A large  pseudocyst  of  the  pancreas  was 
evacuated  of  purulent  and  necrotic  tissue,  fatty  tissue  and 
old  hemorrhagic  tissue  which  had  a “putty-like”  consisten- 
cy. Adequate  drainage  was  insured  prior  to  closure  of  the 
peritoneal  cavity.  No  pancreatic  tissue  was  identifiable  in 
the  abdominal  cavity. 

Following  surgery  the  patient  showed  a slow  but  steady 
improvement.  Her  diabetes,  which  had  been  difficult  to  con- 
trol, with  wide  swings  in  insulin  requirements,  began  to 
stabilize.  There  was  gradual  reduction  from  40  to  8 units  of 
Lente  insulin.  Circulating  C-peptide  was  measured  both 
fasting  and  1 hour  after  a 100  gram  glucose  load.  The  levels 
were  .96  and  1.30  ng/ml  respectively.  The  normal  fasting 
concentrations  at  the  University  of  Chicago  are  1.5  to  2.5 
ng/ml  and  4 to  7 ng/ml  at  one  hour.  These  results  indicated 
that  although  diminished,  beta  cell  function  remained  and 
that  functioning  pancreatic  tissue  was  present. 

After  almost  two  months  in  the  hospital,  the  patient  was 
discharged,  at  which  time  she  was  doing  well  except  for  a 
fistula  in  the  right  lower  quadrant  of  the  abdomen  which 
drained  a modest  amount  of  culture  negative  material. 
Laboratory  studies  were  drawn  at  the  time  of  discharge 
(Table  I)  and  2 weeks  post  discharge.  Lipid  studies  perform- 
ed on  the  patient’s  only  two  sons  were  entirely  normal. 

Discussion 

This  patient  had  acute  hemorrhagic  pan- 
creatitis with  pseudocyst  formation.  The  pan- 
creatitis was  associated  with  and  possibly 
precipitated  by  a marked  triglyceride  elevation, 
a likely  consequence  of  estrogen  therapy. 

Hemorrhagic  pancreatitis  is  uncommon,  ac- 
counting for  about  fifteen  percent  of  cases  of 
acute  pancreatitis,  but  when  present  carries  a 
high  mortality  rate  of  fifty  to  ninety  percent.^  In 
such  cases,  there  is  urgent  need  to  arrive  at  early 
diagnosis  so  that  therapy  can  be  initiated.  A sign 
which  strongly  suggests  hemorrhagic  pan- 
creatitis is  bloody  ascites  (especially  with  a 
“prune  juice”  appearance).^  The  appearance  of 
methemalbumin  occurring  in  this  setting 
further  supports  the  diagnosis.^  Certain  of  the 
findings  related  to  this  disorder,  when  in- 
terpreted properly,  prove  useful  in  confirming 
the  diagnosis.  Donowitz  and  coworkers'*  note 
that  clinically  significant  ascites  occurs  in 
association  with  many  different  forms  of  pan- 


creatic disease  and  that  a major  clue  to  the  pan- 
creatic origin  of  the  ascites  is  the  elevation  of  the 
serum  and  ascitic  fluid  levels  of  amylase.  The 
amylase  level  in  the  ascitic  fluid  is  ordinarily 
very  high,  averaging  21,000  Somogyi  units,  and 
tends  to  remain  elevated  even  after  the  serum 
amylase  has  returned  to  normal.  However,  they 
do  indicate  that  amylase  levels  in  ascitic  fluid 
occasionally  are  normal.  In  about  eighty-five 
percent  of  patients  a possible  explanation  for 
ascites  is  found  at  operation  in  the  form  of  a 
pseudocyst  or  a break  in  the  pancreatic  duct.'*  A 
pseudocyst  in  itself  is  not  an  acceptable  ex- 
planation for  ascites,  but  it  should  be  leaking 
freely  or  associated  with  ductal  disruption.'* 
Both  possibilities  were  apparent  in  our  patient. 
Our  patient  showed  only  an  initial  mild  eleva- 
tion of  the  serum  amylase,  and  a normal  ascitic 
amylase  level — a combination  that  might  have 
initially  detracted  from  the  working  diagnosis 
and  potentially  delayed  early  and  vigorous 
therapeutic  efforts. 

In  one  reported  series  normal  serum  amylase 
levels  were  found  in  fourteen  of  nineteen 
patients  with  clinical  acute  pancreatitis  and 
concurrent  hyperlipemia.®  Many  of  these 
patients  (as  was  true  of  our  patient)  were 
diabetic  or  had  a family  history  of  diabetes.  It  is 
suggested  that  either  hyperlipemic  serum  may 
interfere  in  vitro  with  the  amylase  determina- 
tion or  that  an  inhibitor  of  amylase  might  be 
present  in  the  serum  of  these  patients.  Also 
reported®  were  five  other  patients  with  acute  ab- 
dominal crises,  lactescent  serum  and  normal 
amylase  levels,  in  whom  the  diagnoses  of  acute 
hemorrhagic  pancreatitis  was  made  at  the  time 
of  emergency  laparotomy.  Triglyceride  levels  in 
the  500  to  6000  mg/100  ml  range  were  found  to 
interfere  in  vitro  with  the  determination  of  ac- 
tual amylase  activity.®  Serial  dilutions  of  the 
serum  reduced  triglyceride  concentration  to  a 
level  where  it  no  longer  interfered  with  the  tran- 
smission of  light  in  the  colorimetic  reaction,  and 
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allowed  correction  to  the  actual  amylase  level  in 
hyperlipemic  serum  in  their  patients.  The 
triglycerides  themselves,  however,  may  not  be 
the  inhibiting  factor  responsible  for  the  low 
amylase  values  observed  in  the  serum  of  these 
patients.  A recent  report^  refers  to  evidence  that 
indicates  that  the  inhibitor  is  not  removed  by  ul- 
tracentrifugation, which  removes  ninety-nine 
percent  of  the  triglycerides,  and  that  the  in- 
hibitor of  amylase  was  also  present  in  the  urine. 
That  same  report  tells  of  a delay  of  several  days 
in  making  the  diagnosis  of  pancreatitis  in  2 of  7 
patients  because  of  the  confusion  associated 
with  the  finding  of  a normal  serum  amylase.  The 
diagnosis  of  pancreatitis  was  confirmed  in  7 
patients  with  hypertriglyceridemia  by  the  use  of 
the  simple  amylase/creatinine  ratio  and  by  the 
serial  dilution  of  hyperlipemic  serum.''  In  our 
case,  with  a normal  ascitic  fluid  amylase,  it 
would  appear  that  an  amylase  inhibitor  was  pre- 
sent in  the  ascitic  fluid.  A practical  viewpoint, 
however,  is  the  consideration  of  Cameron  et  aP 
that  lactescent  serum  accompanying  abdominal 
pain  was  at  least  as  accurate  as  an  elevated 
amylase  in  confirming  the  clinical  diagnosis  of 
acute  pancreatitits. 

The  very  nature  of  the  relationship  between 
hyperlipemia  and  pancreatitis  suggest  some  in- 
teresting possibilities.  Greenberger®  concluded 
from  numerous  published  studies  that 
hyperlipemia  can  precede  and  apparently  cause 
the  development  of  pancreatitis,  and  that  tran- 
sient hyperlipemia  may  occur  during  and  after  a 
bout  of  pancreatitis.  However,  the  vast  majority 
of  patients  in  whom  acute  pancreatitis  develops 
do  not  have  hyperlipemia.  One  study^°  reported 
ten  non-alcoholic  patients  that  had  recurrent 
acute  pancreatitis  with  hyperamylasemia  and 
hypertriglyceridemia.  Acute  pancreatitis  usual- 
ly occurred  when  serum  triglyceride  levels  were 
above  1000  mg/100  ml.  An  evaluation”  of 
twenty-two  patients  with  a history  of  acute  pan- 
creatitis and  hyperlipemia  revealed  that  sixteen 
had  persistent  fasting  hypertriglyceridemia  and 
seventeen  had  abnormal  lipoprotein  elec- 
tophoretic  patterns.  A possible  mechanism  for 
the  initiation  of  pancreatitis  in  the  setting  of 
hypertriglyceridemia  has  been  put  forth  by 
HaveP^  who  suggested  that  elevated  con- 
centrations of  pancreatic  lipase  in  pancreatic 
capillaries  may  cause  extensive  hydrolysis  of 
triglycerides  in  chylomicrons  and  very  low  den- 
sity lipoproteins  with  subsequent  release  of  large 
amounts  of  free  fatty  acids.These  free  fatty  acids 


might  then  cause  microthrombi  or  damage  the 
capillary  membrane  with  resultant  local 
ischemia  and  pancreatitis. 

The  estrogen  administration  in  our  patient 
added  still  another  factor.  It  is  established  that 
estrogen  administration  elevates  serum 
triglyceride  levels'®  and,  in  patients  with  an  un- 
derlying hypertriglyceridemia,  may  produce 
pancreatitis.  Estrogens  induce  elevated 
triglyceride  levels  as  a result  of  either  increased 
synthesis  or  decreased  clearance.''*  Recent  data'® 
suggests  that  the  rise  in  blood  triglyceride  con- 
centrations which  accompanies  high  plasma  es- 
trogen levels,  could  be  due  to  the  marked  inhibi- 
tion of  adipose  tissue  lipoprotein  lipase  activity 
by  the  estrogen. 

Upon  arriving  at  the  diagnosis  of 
hemorrhagic  pancreatitis  (with  or  without 
pseudocyst  formation),  effective  therapeutic 
measures  must  be  instituted  without  delay.  It 
has  been  reported'®  that  operations  in  patients 
with  pseudocysts  that  are  performed  less  than 
six  weeks  after  an  episode  of  acute  pancreatitis 
carry  a mortality  of  about  sixty  percent.  Thus, 
some  form  of  medical  therapy  is  indicated  until 
surgery  can  be  performed  safely.  Two  major 
aims  of  medical  therapy  should  be  the 
maintenance  of  the  nutritional  status  and  fluid 
and  electrolyte  balance  of  the  patient.  Ordinary 
therapeutic  efforts  are  often  ineffective  in  the 
complicated  case.  Peritoneal  dialysis  was  chosen 
in  our  patient  to  accomplish  the  therapeutic 
goals.  This  form  of  dialysis  involves  a simple 
procedure  which  can  be  initiated  rapidly 
without  undue  stress  to  the  patient.  The  dialysis 
fluid  not  only  serves  as  a continuous  lavage  of 
the  peritoneal  cavity  and  its  components,  but 
also  supplies  glucose  which  is  absorbed  through 
the  peritoneal  membrane,  enters  the  blood 
stream,  and  becomes  available  for  cellular 
utilization.  Fluid  and  electrolyte  imbalances 
can  be  corrected  rapidly  by  modifying  tbe 
glucose  or  electrolyte  concentration  of  tbe 
dialysis  fluid. 

Peritoneal  dialysis  in  our  patient  resulted  in 
a definite  reversal  of  the  rapid  deterioration  in 
her  clinical  course.  Similar  responses  to  this 
form  of  therapy  have  been  reported  by  others.'’' 
Moreover,  increased  survival  has  been  shown 
with  this  procedure  in  experimentally  produced 
hemorrhagic  pancreatitis.'®  As  a result  of  good 
medical  therapy,  surgery  can  either  be  delayed. 
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with  a recognized  reduction  in  operative  mor- 
tality, or,  in  the  emergency  situation,  performed 
early  in  a patient  whose  condition  has  achieved 
some  degree  of  stability.  Peritoneal  dialysis  may 
well  prove  to  be  the  most  effective  form  of 
medical  therapy  in  the  complicated  case  of 
hemorrhagic  pancreatitis. 

Summary 

A patient  with  an  underlying  hyperlipidemia 
developed  acute  hemorrhagic  pancreatitis  with 
a normal  serum  amylase  in  the  setting  of  a 
marked  triglyceride  elevation,  which  was 
probably  a consequence  of  estrogen  therapy. 
The  diagnosis  is  often  obscured  and  treatment 
delayed  in  such  cases  as  a result  of  apparently 


normal  amylase  values  in  this  setting.  The  fac- 
tors accounting  for  the  normal  amylase  values  as 
well  as  the  method  of  correcting  these  values  are 
discussed.  Also  considered  is  the  relationship 
between  estrogens  and  hypertriglyceridemia  and 
hypertriglyceridemia  and  pancreatitis.  An 
approach  to  the  management  of  complicated 
cases  of  this  type,  utilizing  peritoneal  dialysis,  is 
reviewed.  Early  diagnosis  and  aggressive 
medical  therapy  could  possibly  lower  the  high 
mortality  associated  with  this  disorder.* 
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The  following  case  has  been  reviewed  by  the 
Colorado  Maternal  Mortality  Committee*  and 
selected  for  publication  because  of  its 
educational  value. 


A 20-year-old  female,  gravida  1,  para  0,  was 
admitted  to  the  hospital  at  10:10  p.m.  on  12-1-74 
with  complaints  of  severe  epigastric  pain, 
nausea,  vomiting.  She  was  first  seen  in  her 
prenatal  course  by  her  physician  on  7-30-74  at 
approximately  11  weeks  gestation.  Her  initial 
history  and  physical  findings  were  entirely  nor- 
mal, and  the  uterus  was  compatible  with  11 
weeks  gestation.  The  patient  was  seen  thereafter 
five  times  during  the  prenatal  course  with  blood 
pressures  ranging  from  110/68  early  in 
pregnancy  to  a high  of  120/80  on  her  last  visit  on 
11-26-74  when  1+  albuminuria  was  recorded  in 
the  prenatal  chart.  Fetal  growth  appeared  to  be 
appropriate.  There  was  no  anemia.  No  edema 
was  reported  and  no  unusual  symptoms  were 
recorded  in  the  prenatal  record. 

Approximately  4 days  prior  to  admission,  the 
patient  began  having  nausea  and  vomiting. 
There  was  a gradual  onset  of  epigastric  pain  and 
headaches  two  days  prior  to  admission.  These 
symptoms  were  not  reported  to  the  patient’s 
physician,  and  were  thought  by  the  patient  and 
her  family  to  be  “intestinal  flu”.  These  symp- 
toms were  related  to  her  physician  at  the  time  of 
the  patient’s  admission  to  the  hospital.  On  the 
day  of  admission,  December  1,  1974,  there  was 
an  increase  in  abdominal  epigastric  pain, 
nausea,  vomiting,  and  headache.  The  patient 
called  believing  she  was  in  labor,  and  she  was 
admitted  to  the  hospital  at  10:10  p.m. 

On  admission,  she  was  anxious,  restless,  and 
complaining  of  severe  epigastric  pain.  Blood 
pressure  was  190/110,  and  there  was  protein 
(4-1- ) noted  on  urinalysis.  The  patient  com- 
plained of  severe  headaches  and  blurred  vision. 
Physical  examination  at  this  time  showed  the 


* The  following  physicians  have  been  appointed  to  serve  on  the 
Maternal  Mortality  Committee,  a subcommittee  under  Maternal 
and  Child  Health:  Lawrence  W.  Roessing,  Jr.,  Chairman;  L. 
Joseph  Butterfield,  Watson  A.  Bowes,  Jr,,  Horace  E,  Thompson, 
Leo  Nieland,  John  B,  Laubach,  Paul  Wexier,  all  of  Denver;  Bruce 
C.  Richards,  Louis  C.  Wollenweber,  Jr.,  both  of  Lakewood;  Edwin 
N.  Running,  Jr.,  Arvada;  Thomas  F.  Purdon,  Colorado  Springs. 


uterine  fundus  enlarged  to  32  weeks  gestation 
and  fetal  heart  tones  between  120  and  140  per 
minute  and  was  remarkably  normal.  No  edema 
was  noted.  Reflexes  were  normal.  The  heart  and 
lungs  were  normal.  A voided  urine  specimen  of 
40  cc.  was  recorded  as  dark  and  cloudy. 

Diagnosis  on  admission  to  the  hospital  was 
severe  preeclampsia  with  impending  eclampsia. 
A foley  catheter  was  inserted  and  the  patient 
was  given  MgS04  intravenous  (4  gm.  IV).  This 
was  given  10  minutes  after  admission  to  the 
hospital  at  which  time  her  blood  pressure  was 
208/120.  One  hour  after  admission  the  patient’s 
blood  pressure  was  198/124  and  sodium  amytal 
250  mg.  was  given  (I.M.).  At  11:40  p.m.  one  and 
one-half  hours  after  admission,  the  blood 
pressure  was  208/128  and  an  IV  infusion  of 
apresoline,  15  mg.  in  800  cc.  was  begun. 
Morphine  (grains  '/a)  was  given  for  severe  ab- 
dominal pain.  At  12:10  a.m.,  12-2-74,  the 
patient’s  blood  pressure  was  178/120  and  urine 
output  was  25  cc.  per  hour.  One  hour  later  at 
1:10  a.m.,  urine  output  was  only  10  cc.  At  2:15 
a.m.  the  patient  became  increasingly  restless 
and  the  blood  pressure  was  noted  to  be  190/130. 

At  2:25  a.m.  the  patient  complained  of  severe 
headache  and  became  cyanotic  and  unrespon- 
sive. The  blood  pressure  was  unobtainable  and 
the  pupils  became  dilated  and  fixed. 
Respirations  ceased.  Convulsions  did  not  occur. 
A core  zero  was  initiated  and  external  cardiac 
resuscitation  was  begun.  Fetal  heart  activity 
was  lost  at  this  time.  Medical  consultation  was 
obtained  and  the  first  coagulation  studies  were 
obtained  because  the  patient  was  bleeding  from 
multiple  sites.  Platelet  determination  was 
46,000  and  fibrin  split  products  were  later  noted 
to  be  elevated  confirming  a diagnosis  of  DIC. 
Inderol,  digitalization  and  intravenous 
Xylocaine  were  administered  as  well  as  Lasix 
because  of  acute  renal  insufficiency.  The  blood 
pressure  had  to  be  maintained  with  levophed. 
Despite  this  therapy,  the  patient  remained  un- 
responsive. At  11:00  a.m.  on  12-2-74  at  the  ad- 
vice of  the  medical  consultants,  a cesarean  sec- 
tion was  performed  without  anesthetic  and  a 
stillborn  female  weighing  3 lbs.  1 oz.  was 
delivered.  No  description  of  the  placenta  or 
evidence  of  abruptio  placenta  was  noted. 
Following  the  cesarean  section,  a neurologic  con- 
sultant, saw  the  patient  and  made  the  diagnosis 
of  intracrainial  hemorrhage.  The  spinal  tap  was 
grossly  bloody.  The  patient  remained  comatose 
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for  the  next  day  despite  supportive  measures  in 
the  Intensive  Care  Unit,  and  she  expired  at  6:15 
p.m.  on  12-4-74. 

Postmortem  findings  indicated  that  the  im- 
mediate cause  of  death  was  a central  nervous 
system  hemorrhage  probably  secondary  to  dis- 
seminated intravascular  coagulation  which  in 
turn  was  secondary  to  severe  pre-eclampsia.  The 
major  anatomical  findings  at  postmortem  ex- 
amination were  as  follows: 

1.  Cerebellar  and  brain  stem  hemorrhage. 

2.  Pulmonary  edema,  hemorrhage,  hyaline 
membrane  formation,  and  focal 
bronchopneumonia. 

3.  Pituitary  infarction. 

4.  Renal  tubular  hemorrhage. 

5.  Hepatic  necrosis,  massive. 

This  patient  represents  the  complications  of 
severe  pre-eclampsia  in  a young  otherwise 
healthy  primigravida.  The  rapid  onset  of  dis- 
seminated intravascular  coagulation  with  the 
resulting  central  nervous  system  hemorrhage  is 
a well  recognized  complication  of  this  disease. 
The  antepartum  course  was  essentially  un- 
complicated with  the  only  possible  suspicious 
factor  noted  in  the  prenatal  record  being  1-t- 
albuminuria  at  the  32  week  of  gestation. 
However,  at  that  time  the  patient’s  blood 
pressure  was  relatively  normal  having 
demonstrated  a maximum  diastolic  increase  of 
18  mm.  of  mercury.  The  systolic  pressure  was 
entirely  normal.  One  of  the  major  problems  in 
this  case  appears  to  be  the  failure  of  the  patient 
to  report  her  symptoms  of  epigastric  distress  to 
her  physician.  Had  the  patient  been  examined  3 
or  4 days  prior  to  her  admission  to  the  hospital, 
there,  undoubtedly,  would  have  been  signs  and 
symptoms  of  pre-eclampsia  that  would  have 
allowed  earlier  treatment  and  supportive 
measures  or  termination  of  the  pregnancy  at 
that  time. 

At  the  time  the  patient  was  admitted  to  the 
hospital,  the  correct  diagnosis  was  immediately 
recognized  and  treatment  was  instituted  very 
shortly  after  her  admission.  The  presence  of  dis- 
seminated intravascular  coagulation  was  not 
immediately  recognized  and  there  is  the 
possibility  that  heparin  therapy  might  have 
altered  this  course.  However,  there  is  no  data  in 
the  medical  literature  to  confirm  this  and  the 
findings  in  the  medical  records  suggest  that  the 
patient’s  condition  was  almost  beyond  salvage 


at  the  time  she  was  admitted  through  the 
Emergency  Room. 

The  remainder  of  the  care  was  appropriate 
despite  the  lack  of  success.  Appropriate  medical 
and  surgical  consultation  were  obtained  and  the 
intensive  care  measures  were  well  organized  and 
efficient. 

This  case  illustrates  the  extreme  importance 
of  excellent  patient  education  in  all  pregnancies. 
The  prenatal  course  should  be  a time  of 
emphasizing  the  patient’s  responsibility  for 
notifying  the  physician  about  any  untoward 
symptoms.  Moreover,  as  subtle  changes  in  the 
patient’s  symptoms  or  physical  signs  are  noted 
throughout  the  prenatal  course  by  the 
physician,  it  is  his  responsibility  to  re- 
emphasize to  the  patient  the  importance  of  his 
being  notified  of  any  new  developments.  This 
type  communication  is  imperative  if  diseases 
which  can  develop  or  change  their  course  rapidly 
are  to  be  adequately  detected  and  treated  in 
prenatal  patients.  The  physician  must  also  in- 
cessantly keep  lines  of  communication  open  so 
that  patients  have  no  difficulty  in  reaching 
responsible  professional  help  with  their  com- 
plaints during  pregnancy. 

This  case  also  emphasizes  the  dramatic 
deterioration  that  can  occur  with  pre-eclampsia, 
still  one  of  the  major  causes  of  maternal  mor- 
tality. Minor  changes  in  blood  pressure  and  the 
appearance  of  small  amounts  of  albumin  in  the 
urine  may  be  the  first  signs  of  a disease  that  is 
soon  to  become  devastatingly  severe.  Although 
it  is  not  necessary  to  hospitalize  all  patients  who 
have  low  grade  changes  in  blood  pressure  in  the 
third  trimester,  increasingly  frequent  office 
visits,  and  meticulous  evaluation  of  the 
patient’s  symptoms  and  additional  signs  of  this 
disease  are  mandatory.  The  role  that  dis- 
seminated intravascular  coagulation  plays  in 
the  etiology  and  pathophysiology  of  pre- 
eclampsia and  eclampsia  is  not  entirely  clear. 
However  the  frequent  association  of  DIG  with 
pre-eclampsia  requires  all  patients  with  this  dis- 
ease to  be  screened  early  in  their  course  with 
coagulation  studies.  A decrease  in  the  platelet 
count  is  often  the  first  sign  of  DIG  and  indicates 
the  disease  is  of  a severe  nature  and  requiring  in- 
tensive care  and  consideration  for  pregnancy 
termination.  The  role  of  anticoagulation  with 
heparin  when  subtle  signs  of  DIG  appear  has  not 
been  resolved.  • 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

IHOtCATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated} 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing,  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
bums,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS; 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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ROCKY  MOUNTAIN  MEDICAL  CONFERENCE 


VIKING  ADVENTURE 

A VACATION  AS  BRISK,  BRIGHT  AND  EXQUISITE 

AS  SCANDINAVIA  ITSELF. 


Join  us  for  two  weeks  on  a 
carefree  do-as-you-please 
holiday  in  Oslo,  Stockholm 
and  Copenhagen. 
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Hall  of  Fame  for  Colorado  Doctor 

Ervin  Arthur  Hinds,  noted  Colorado  athlete  who 
died  in  Denver  March  27,  1966,  was  inducted 
posthumously  into  the  Colorado  Sports  Hall  of  Fame 
on  February  9,  1976,  at  the  Awards  Banquet  held  in 
the  Regency  Inn.  Doctor  Hinds  attended  the  then 
Colorado  A&M  where  he  starred  as  a left  end,  also 
making  his  name  in  baseball  and  basketball.  He 
became  athletic  director  at  Colorado  School  of  Mines, 
then  attended  the  University  of  Colorado  Medical 
School  from  which  he  was  graduated  in  1934,  follow- 
ing which  he  interned  at  the  CU  Medical  Hospital. 

Rainer  To  Thoracic  Society 

W.  Gerald  Rainer,  MD,  Denver  thoracic  surgeon, 
has  been  named  Chairman  of  the  Postgraduate 
Education  Committee  for  the  Society  of  Thoracic 
Surgeons. 


University  of  Nevada,  Reno 
School  of  Medical  Sciences 

Metabolism  in  Acute  Alcoholics  Studied 

Ronald  C.  Reitz,  PhD,  associate  professor  of 
biochemistry  at  the  School  of  Medical  Sciences  at  the 
University  of  Nevada,  Reno,  former  assistant 
professor  of  biochemistry  at  the  University  of  North 
Carolina,  who  earned  his  doctorate  in  biochemistry  at 
Tulane  University,  is  currently  teaching  a graduate 
course  in  metabolism,  and  continuing  research  on 
lipid  metabolism  and  membrane  damage  in  acute 
alcoholism. 

Dr.  Reitz  believes  his  studies  will  contribute  to  the 
understanding  of  how  the  metabolism  of  ethyl  alcohol 
causes  cell  damage  particularly  in  heart  and  liver. 

Indian  Program  Coordinator  Named 

John  S.  Jones,  native  of  Wide  Ruins,  Arizona,  who 
attended  Stewart  Indian  School,  and  received  his  BA 
in  political  science  at  the  University  of  Nevada,  Reno, 
has  been  named  coordinator  of  the  Health  Careers  for 
American  Indians  Program  at  the  School  of  Medical 
Sciences,  University  of  Nevada,  Reno.  This  federally 
funded  program  introduces  Indian  youth  to  work  in 
the  allied  health  fields. 


Wildgen  to  ABFP 

J.  Jerome  Wildgen,  MD,  Kalispell,  Montana,  has 
been  elected  Vice  President  of  the  American  Board  of 
Family  Practice,  and  will  serve  through  1976.  Dr. 
Wildgen  is  in  private  practice  as  a Family  Prac- 
titioner, and  is  a member  of  the  Montana  and 
American  medical  societies. 


MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  Medical  Center 


Grant  to  Study  Biofeedback  and  Hypertension 

A three-year,  $180,000  grant  from  the  National  Institute 
of  Mental  Health  to  study  biofeedback-assisted  relaxation  in 
selected  hypertensives  has  been  awarded  to  the  Department 
of  Psychiatry,  University  of  Colorado  School  of  Medicine. 

The  two  investigators,  Johann  Stoyva,  MD,  associate 
professor,  and  Thomas  Budzynski,  MD,  assistant  professor, 
hope  to  learn  whether  systematic  muscle  relaxation  training, 
as  induced  through  biofeedback  technics,  decreases  blood 
pressure.  They  also  hope  to  identify  a group  of  patients  with 
essential  hypertension  who  respond  well  to  such  training. 


Anderson  Building  in  Final  Phase 

An  HEW  grant  of  $700,000,  contingent  on  the 
School  of  Medical  Sciences  at  the  University  of 
Nevada,  Reno,  raising  $300,000  in  matching  monies, 
has  been  awarded  UNR.  This  will  allow  consolidation 
of  administrative  offices  for  all  medical  education  ac- 
tivities as  well  as  admissions  and  student  affairs  of- 
fices. Total  cost  of  the  building,  the  Fred  M. 
Anderson  Health  Sciences  Building,  as  it  is  known, 
will  be  $3,646,000. 


Wide-Ranging  Grants  Awarded 

Five  federal  grants  totaling  $521,157  for  fiscal 
1975-76  have  been  awarded  the  School  of  Medical 
Sciences  at  the  University  of  Nevada,  Reno.  Included 
are  a three-year  HEW  grant  for  supplemental  support 
for  its  interdisciplinary  health  team  training  and 
curriculum,  with  current  funding  of  $234,659,  and 
another  HEW  grant  of  $22,986  for  emergency  medical 
training.  Also,  $357,927  has  been  awarded  as  a five- 
year  grant  to  support  the  undergraduate  program  in 
medical  technology  of  the  Division  of  Laboratory 
Medicine,  with  a current  budget  of  $148,657.  Two 
other  HEW  grants  are  the  Health  Careers  for 
American  Indians  Program,  a two-year  grant  funded 
at  $70,039,  and  the  five-year  Preceptorship  Program 
budgeted  for  $44,816. 

Audiologist  Joins  School  Staff 

Richard  B.  Vaughan,  PhD,  audiologist,  whose 
doctorate  was  earned  at  the  Llniversity  of  Oklahoma 
in  1975,  has  joined  the  faculty  of  the  School  of 
Medical  Sciences  of  the  University  of  Nevada  at 
Reno.  Dr.  Vaughan  has  specialized  in  the  testing  and 
rehabilitation  of  those  with  impaired  hearing. 
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Summary  of  the  Actions  of 
House  of  Delegates 
American  Medical  Association 
29th  Clinical  Convention 
Honolulu,  Hawaii 
November  30-December  3,  1975 

The  AMA  House  of  Delegates  at  its  Clinical 
Convention  in  Honolulu,  Hawaii,  November  30- 
December  3,  1975  acted  on  approximately  122  reports 
and  resolutions.  The  following  are  highlights  of  this 
meeting: 

National  Health  Insurance:  The  House  again 
voiced  support  of  the  AMA-endorsed  national  health 
insurance  bill,  H.R.  6222,  the  Comprehensive  Health 
Care  Insurance  Act  of  1975 — a bill  that  would  provide 
both  basic  and  comprehensive  benefits  for  all 
Americans,  yet  would  minimize  federal  administra- 
tion and  financing. 

The  House  also  directed  that  the  Association 
make  it  abundantly  clear  that  H.R.  6222  is  a national 
health  insurance  program  which  is  based  upon  the 
purchase  of  private  health  insurance. 

Reimbursement  Under  Government  Health 
Programs:  The  House  reaffirmed  its  long-standing 
position  on  physician  reimbursement  under  federal 
programs  and  directed  the  Association  to  take  all 
appropriate  actions  to  seek  a return  of  Medicare  reim- 
bursement to  physicians’  usual,  customary  and 
reasonable  charges,  in  line  with  the  program’s  original 
legislative  contract  to  its  beneficiaries. 

The  House  also  called  on  the  Association  to  seek 
an  amendment  to  Title  XIX  to  modify  the  require- 
ment that,  as  a condition  for  receipt  of  federal 
matching  funds  toward  the  operating  costs  of  a 
mechanized  claims  processing  system,  a Medicaid 
statement  of  benefits  paid  be  sent  to  each  patient  for 
each  service  rendered. 

In  addition,  the  House  approved  a report  of  the 
Board  of  Trustees  opposing  certain  proposed 
modifications  to  Medicare  and  Medicaid  which  are 
expected  to  be  introduced  into  the  Congress  at  an 
early  date — all  of  which  would  have  an  adverse  affect 
on  the  medical  care  available  to  beneficiaries  under 
those  programs. 

Federal  Health  Planning  Programs:  Referring 
to  the  National  Health  Planning  and  Resources 
Development  Act  of  1974  (PL  93-641),  the  House  reaf- 
firmed its  confidence  that  the  Board  of  Trustees 
would  seek  to  modify  this  Act,  initiating  litigation  if 
required. 

PSRO  Amendments:  The  House  urged  the 
Association  to  pursue  vigorously  the  objective  of 
successful  passage  of  the  AMA  amendments  to  the 


PSRO  law  (PL  92-603),  and  solicit  the  active  support 
of  state  medical  associations  toward  this  end. 

The  House  also  upheld  Association  support  for  the 
right  of  individual  physicians  who  voluntarily  elect 
not  to  participate  in  governmental  review  programs 
which  they  believe  conflict  with  the  principles  of  good 
medical  practice — when  they  have  no  ethical  or  con- 
tractual obligation  to  such  programs. 

Professional  Liability:  The  House  adopted 
lengthy  and  detailed  progress  reports  of  the  Board  of 
Trustees  on  the  Association’s  continuing  attack  on 
the  professional  liability  crisis,  including  a report 
detailing  AMA  strategy  for  1976.  Recommended  con- 
tinuing AMA  membership  on  the  Medical  Liability 
Commission  during  1976. 

Received  report  from  the  Board  of  Trustees  on  the 
activities  of  the  AMA  on  setting  up  its  reinsurance 
company  subject  to  certain  criteria.  Guidelines  for 
local  medical  society  captive  insurance  companies 
which  would  qualify  for  AMA  reinsurance  were 
approved  and  distributed  to  the  state  medical 
societies.  The  company,  American  Medical  Assur- 
ance Company,  has  been  incorporated  in  Illinois.  The 
AMA  Task  Force  on  Professional  Liability  has  made 
available  the  services  of  its  actuarial  consultant  to 
any  state  contemplating  the  captive  insurance  route. 
At  least  nine  states  have  utilized  this  consultation. 


Other  House  Actions  of  Interest: 

— That  the  AMA  seek  deletion,  for  purposes  of 
confidentiality,  of  the  request  for  patient  and  physi- 
cian names  and  their  respective  Social  Security 
numbers  from  the  Uniform  Hospital  Discharge 
Abstracts  submitted  by  Medicare  intermediaries. 

— That  the  AMA  communicate  with  state  medical 
associations  suggesting  that  they,  through  their  com- 
ponent societies,  work  with  appropriate  local  health 
planning  bodies  to  assist  rural  communities  in  a 
logical  health  service  area  to  coordinate  and  share 
their  health  resources  on  a regional  basis. 

— That  the  AMA  appeal  to  constituent  and  com- 
ponent medical  societies,  as  well  as  individual 
physicians,  to  support  actively  the  AMA-developed 
bill,  H.R.  10301,  which  would  correct  rule-making 
abuses  by  Federal  agencies. 

— That  the  AMA  reaffirm  its  existing  policy  on 
health  manpower  legislation  as  enunciated  in  its 
testimony  before  the  Senate  Health  Subcommittee  on 
November  18,  1975. 

— That  the  AMA  restate  its  support  for  the  es- 
tablishment of  a cabinet-level  Department  of  Health 
headed  by  a physician. 

— That  the  AMA  encourage  state  medical 
associations  to  urge  their  respective  legislatures  to 
adopt  the  AMA-developed  model  bill  known  as  the 
“Disabled  Physician  Act.” 

— That  the  American  Medical  Association  refrain 
from  entering  into  contracts  with  the  Department  of 
Health,  Education,  and  Welfare  that  would  com- 
promise the  ability  of  the  Association  to  support  and 
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defend  the  private  practice  of  medicine,  and  that  a 
report  on  all  contracts  that  exist  be  reported  at  each 
meeting  of  the  House  of  Delegates. 

— That  the  AMA  develop  appropriate 
mechanisms  for  expanding  communications  between 
both  house  staff  and  medical  organizations  at  all 
levels,  and  recommend  the  establishment  of  Intern 
and  Resident  Business  Sessions  and  Medical  Student 
Business  Sessions  by  state,  county  and  metropolitan 
medical  associations. 

— That  the  AMA  urge  physicians  to  continue  to 
act  as  non-smoking  exemplars  to  the  public. 

— In  considering  physician  reimbursement  for 
utilization  review,  the  House  voted  that  compensa- 
tion for  review  physicians  is  a legitimate  hospital  ex- 
pense, and  that  such  a cost  should  be  included  in 
hospital  rates. 

— Approved  the  concept  of  the  primary  care  physi- 
cian and  requested  that  the  Council  on  Medical  Serv- 
ice present  a detailed  plan  for  the  primary  care  physi- 
cian and  the  specialties  involved  at  the  annual 
meeting. 

— The  House  held  lengthy  debate  both  in 
Reference  Committee  and  on  the  floor  regarding 
reorganizational  changes  in  the  AMA  as 
recommended  by  the  Council  on  Long  Range  Plan- 
ning and  Development.  The  majority  of  the 
recommendations  were  either  not  adopted  or  were 
referred  back  to  the  Council  for  further  study. 

— Approved  the  concept  that  the  AMA  remain  a 
federation  of  its  state  associations  as  currently 
provided  for  in  its  Constitution,  and  that  state 
medical  associations  pursue  the  worthy  goal  of  unified 
membership. 

— In  the  matter  of  national  specialty  representa- 
tion in  the  House,  the  House  instructed  the  Board  of 
Trustees  to  inform  selected  national  specialty 
societies  that  they  have  five  major  avenues  of  entry 
into  the  business  activities  of  the  AMA.  These  are: 

1.  Through  the  House  of  Delegates  of  each  state 
association; 

2.  By  seeking  election  of  delegates  from  state 
associations; 

3.  Through  section  councils; 

4.  By  contacting  existing  delegates  in  the  House 
of  Delegates  of  the  AMA,  all  of  whom  are 
specialists;  and 

5.  By  direct  contact  with  the  Board  of  Trustees. 


— Approved  recommending  that  the  Office  of  Vice 
President  be  abolished.  In  order  to  provide  for  an 
orderly  succession  in  the  event  of  death,  disability  or 
resignation  of  the  President,  that  the  President-Elect 
assume  the  duties  of  the  office  for  the  unexpired  term 
and  remain  in  office  for  his  own  elected  term.  Should 
he  also  resign  or  suffer  death  or  disability  while  the 
Office  of  President-Elect  is  vacant,  the  Speaker  of  the 
House  would  assume  the  Office  of  President  for  the 
remainder  of  the  term. 

— Recommended  that  the  AMA  function  with  as 
few  standing  councils  as  possible  and  use  committees 
with  specific  goals  and  limited  time  frames  to  address 
specific  issues  whenever  possible. 

— Recommended  that  all  councils  shall  be  coun- 
cils of  the  AMA,  not  of  the  Board  of  Trustees  nor 
councils  of  the  House  of  Delegates.  With  the  excep- 
tion of  the  Section  Councils,  Council  on  Legislation 
and  the  Council  on  Scientific  Assembly,  the  councils 
shall  be  elected  by  the  House  of  Delegates.  Councils, 
with  the  exception  of  the  Judicial  Council,  shall 
report  to  the  House  of  Delegates  through  the  Board  of 
Trustees  which  is  expected  to  maintain  its  fiduciary 
and  corporate  responsibilities  in  the  transmission  of 
reports  to  the  House  of  Delegates  in  keeping  with  zero 
based  and  program  budgeting  according  to  the  AMA 
mission  plan  already  adopted  by  tbe  House  of 
Delegates. 

— Approved  the  recommendation  of  the  Board  of 
Trustees  to  establish  an  Ad  Hoc  Committee  on 
Medical  Discipline  to  study  numerous  aspects  of 
medical  discipline  and  requested  that  the  House  of 
Delegates  urge  cooperation  by  state  and  county 
medical  societies  in  the  conduct  of  this  fact-finding 
study. 

1.  That  the  Board  of  Trustees,  because  of  the 
urgent  need  to  assemble  the  necessary  facts, 
should  present  a preliminary  report  of  the  Ad 
Hoc  Committee  on  Medical  Discipline  at  the 
1976  Annual  Convention  and  a final  report  at 
the  1976  Clinical  Convention;  and 

2.  That  periodic  reports  updating  the  data  con- 
cerning medical  discipline  should  become  a 
regular  function  of  the  AMA. 

John  M.  Wood,  M.D. 

Robert  E.  McCurdy,  M.D. 

Kenneth  A.  Platt,  M.D. 


for  1976 
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72nd  ANNUAL  MEETING 
NEVADA  STATE  MEDICAL  ASSOCIATION 


Del  Webb’s  Sahara-Tahoe  Resort  Hotel 
South  Shore,  Lake  Tahoe,  Nevada 


April  29-May  2,  1976 


THURSDAY,  April  29 


10:00  a. m. -3:00  p.m. 
12:00  Noon 
3:30  p.m. 

Evening 


PAG  WORKSHOP 

LUNCHEON— SPEAKER  TO  BE  ANNOUNCED 
BLUE  SHIELD  BOARD  MEETING 
RECEPTION  FOR  PAC  PARTICIPANTS  AND 
SCIENTIFIC  SPEAKERS 
DINNER 


FRIDAY,  April  30 


9:00  a.m.-4:00  p.m. 
12:00  Noon 
4:00  p.m. 

6:30  p.m. 


SCIENTIFIC  SESSION 

LUNCHEON— SPEAKER  TO  BE  ANNOUNCED 
EXECUTIVE  COMMITTEE  MEETING 
HOSPITALITY  HOUR 


SATURDAY,  May  1 

9:00  a.m. 

10:00  a.m. 

Afternoon 
6:30  p.m. 

7:30  p.m. 


HOUSE  OF  DELEGATES 
REFERENCE  COMMITTEES 
OPEN 

PRESIDENT’S  RECEPTION 
AWARDS  BANQUET 


SUNDAY,  May  2 

9:00  a.m. 

12:00  Noon 


HOUSE  OF  DELEGATES 
ADJOURNMENT 
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Saf£da’ is  higher 
in  polyutisaturates  than 
Heisdiniam^  Imperial  or  Mazola. 


Sc^ola 

{igkt,deijdous 


margarine 


Shouldift  that  difieience 
make  a dif£^nce 

in\diat>'OU  recommend? 


Your  patients  on  modified  fat 
diets  can’t  do  better  than  Saffola.  Of 
the  leading  margarines,  Saffola  is 
highest  in  polyunsaturates.  And  no 
pther  margarine  is  lower  than  Saffola 
in  saturated  fats.  Because  Saffola 
contains  safflower  oil— one  of  nature’s 
most  perfect  foods.  Safflower  oil  is 
higher  in  polyunsaturates  than  any 
vegetable  oil,  including  corn  oil. 

But  to  your  patients,  Saffola’s 
good  taste  is  just  as  important  as 
Saffola’s  nutrition. The  flavor  makes  it 


easier  for  a patient  to  follow  a low  cholesterol  diet. 

We  think  that’s  why  Saffola  is  worth  recommending. 
To  be  sure  your  patients  are  eating  what’s 
good  for  them,  and  enjoying  it. 

For  comparative  information  about 
the  nutritional  benefits  of  Saffola, 
write  Consumer  Products  Division, 
PVO  International  Inc., 

World  Trade  Center, 

San  Francisco,  94111. 

C? 


Se^ola 


\biir 

investments 

donlhaveto 

yield  to 
taxation 

Learn  how  to  stop  tax  erosion  on  your  investment  earnings. 


Central  Bank  has  been 
sponsoring  a series  of  information 
seminars  so  that  attorneys  and 
accountants  could  learn  about 
Annuiterm,  a tax  deferred 
investment  annuity  with 
unusually  flexible  advantages. 

Here’s  what  they  learned. 

With  Annuiterm,  an  investor 
enjoys  the  advantages  of  a tax 
deferred  shelter  for  serious 
money  but  maintains  complete 
control  over  how  that  money  is 
invested  in  legally  permitted 
values.  There  are  no  front  end 
sales  loads  with  Annuiterm. 

And  capital  remains  liquid  in 
permissible  investments  such  as 
time  certificates  of  deposit. 


federal  securities  and  other 
vehicles. 

Annuiterm  also  provides  for 
long-term  income  options.  Your 
lawyer  and  your  CPA  learned 
that,  and  much,  much  more. 

Too  much,  in  fact,  to  completely 
set  forth  in  the  limits  of  this 
announcement. 

Now  it's  your  turn  to  get  first 
hand  information  from  the 
investment  experts  in  a seminar 
environment  where  you  are  free 
to  ask  all  the  questions  you  like. 

Of  course,  you're  welcome  to 
bring  your  lawyer  and/or  your 
CPA  with  you. 

Reserve  your  seat  now. 

But  make  your  reservations 

Central 


early.  Reservations  are 
booked  as  received.  So 
call  immediately. 
893-3456. 

To  qualify  for  Annuiterm,  you 
must  have  at  least  $10,000  in 
liquid  assets  or  in  combined 
permitted  accounts . And  to 
achieve  the  most  from  the 
benefit  of  tax  deferral,  you 
should  be  in  a 40%  or  higher 
tax  bracket. 

Annuiterm  could  be  the  answer 
to  your  tax  erosion  problem. 
Come  to  a seminar.  And  at  least 
give  yourself  a chance  to  ask 
the  questions.  Available  to 
depositors  of. . . 


Bank 


of  Denver 


A Financial  Service  of  . Baldwin 


1515  Arapahoe  Street,  P.O.  Box  5548,  T.A.,  Denver,  Colorado  80217 


Since  only  a life  insurance  company  can  issue  such  a plan,  Phoenix  Mutual  Life  Insurance  Company 
of  Hartford,  Connecticut  has  made  arrangements  with  us  to  offer  their  remarkable  new  “Annuiterm”  policy 
to  current  and  future  depositors,  free  of  front  end  sales  “loads.”  Founded  in  1851,  Phoenix  Mutual 
has  assets  of  $1.7  billion.  Denver  representative  for  “Annuiterm”  is  Financial  Designs  Ltd. 
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American  College  of  Radiology 

15TH  ANNUAL  CONFERENCE  ON 
EARLY  BREAST  CANCER 

March  8-12,  1976 

Caesars  Palace,  Las  Vegas,  Nevada 

Contact:  The  American  College  of  Radiology,  6900 
Wisconsin  Avenue,  Chevy  Chase,  Maryland,  20015. 


Beth  Israel  Hospital 
PSYCHIATRY/ASPEN 
March  6-13,  1976 

The  Aspen  Institute  for  Humanistic  Studies, 
Aspen,  Colorado 

* * * 

GENERAL  SURGERYA^AIL 
March  13-20,  1976 

The  Mark,  at  LionsHead,  Vail,  Colorado 

Contact:  Registration  Division,  1818  Gaylord 
Street,  Denver,  Colorado  80206,  or  Call:  (303)  320- 
5333. 


University  of  Colorado  School  of  Medicine, 
Continuing  Medical  Education 

FAMILY  PRACTICE  REVIEW 

March  8-13,  1976 

Humphreys  Postgraduate  Center, 

University  of  Colorado  Medical  Center, 

4200  East  9th  Avenue, 

Denver,  Colorado 

* * ♦ 

RECENT  ADVANCES  IN  HEMATOLOGY 
March  22-24,  1976 
Vail,  Colorado 

Contact:  Office  of  Postgraduate  Medical 
Education,  4200  East  9th  Avenue,  Denver,  Colorado 
80220. 


Nevada  Tumor  Registry-Nevada  Cancer 
Control  Institute 

3RD  SPRING  CONFERENCE  ON 
CANCER  CONTROL 

March  11-12,  1976 

Las  Vegas,  Nevada 

Contact:  Ms.  Irene  S.  Peacock,  1800  W. 
Charleston  Blvd.,  Las  Vegas,  Nevada  89102. 


Albuquerque  and  Bernalillo  County 
Medical  Association 

PURGATORY  MEDICAL-SKI  SYMPOSIUM- 
HYPERTENSION  1976 

Durango,  Colorado 

March  12-13,  1976 

Contact:  David  R.  Holten,  MD,  8401  Con- 
stitution, NE,  Albuquerque,  New  Mexico  87110. 


St.  Anthony  Hospital 

PRE-HOSPITAL  STABILIZATION  AND 
TRANSPORTATION  OF  THE  CRITICALLY  ILL 

The  Denver  Hilton,  Denver,  Colorado 

March  15-18,  1976 

Contact:  Emergency  Medical  Care  Symposium, 
Registration  Division,  1818  Gaylord  Street,  Denver, 
Colorado  80206. 


Lovelace-Bataan  Medical  Center 
METABOLISM  SYMPOSIUM 
March  18-20,  1976 
Kachina  Lodge,  Taos,  New  Mexico 
* * * 

CONTROVERSIES  AND  PROGRESS  IN 
CLINICAL  PEDIATRICS 

April  9-10,  1976 

Contact:  Office  of  Medical  Education,  Lovelace- 
Bataan  Medical  Center,  5200-5400  Gibson  Boulevard, 
SE,  Albuquerque,  New  Mexico  87108. 


for  1976 
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University  of  Southern  California  School  of  Medicine- 
Society  of  Critical  Care  Medicine 

14TH  ANNUAL  SYMPOSIUM  ON 
CRITICAL  CARE  MEDICINE 

M.G.M.  Grand  Hotel,  Las  Vegas,  Nevada 

March  18-20,  1976 

Contact:  Associate  Dean,  Postgraduate  Division, 
use  School  of  Medicine,  2025  Zonal  Avenue,  Los 
Angeles,  California  90033. 


Good  Samaritan  Hospital 

GASTROENTEROLOGY  FOR  CLINICIANS-1976 
Adams  Hotel,  Phoenix,  Arizona 
March  18-20,  1976 

Contact:  David  C.  H.  Sun,  MD,  Good  Samaritan 
Hospital,  Phoenix,  Arizona,  85062. 


American  College  of  Physicians 

CLINICAL  RECOGNITION  AND  MANAGEMENT 
OF  HEART  DISEASE,  1976 

University  of  Arizona  School  of  Medicine, 

Tucson,  Arizona 

March  18-20,  1976 

Contact:  Registrar,  Postgraduate  Courses,  ACP, 
4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


University  of  Arizona  College  of  Medicine 
UPDATE:  PRIMARY  CARE-1976 
Arizona  Medical  Center,  Tucson,  Arizona 
March  24-27,  1976 

Contact:  George  D.  Comerci,  MD,  University  of 
Arizona  College  of  Medicine,  Tucson,  Arizona  85724. 


The  Children’s  Hospital,  Department 
of  Continuing  Education 

REGIONAL  PEDIATRIC  CARDIAC  PROGRAM 
March  26,  1976 

Cosmopolitan  Hotel,  Denver,  Colorado 


PEDIATRIC  OPHTHALMOLOGY 
April  9,  1976 

Tammen  Auditorium,  The  Children’s  Hospital, 
Denver,  Colorado 

* * * 

PEDIATRIC  ORTHOPEDICS 
April  16,  1976 

Tammen  Auditorium,  The  Children’s  Hospital, 
Denver,  Colorado 

Contact:  Department  of  Continuing  Education, 
Children’s  Hospital,  1056  East  19th  Avenue,  Denver, 
Colorado  80218. 


Yosemite  Institute- Arctic  Institute 
of  North  America 

MOUNTAIN  MEDICINE  SYMPOSIUM 

March  29-April  1,  1976 

Keystone  Center  for  Continuing  Education, 
Keystone,  Colorado 

Contact:  Keystone  Center  for  Continuing 
Education,  Box  38,  Keystone,  Colorado  80435. 


Montana  Medical  Association 
29TH  INTERIM  MEETING 
April  2-3,  1976 

Colonial  Hilton  Hotel,  Helena,  Montana 


American  College  of  Allergists 
32ND  ANNUAL  CONGRESS 
April  3-8,  1976 

Las  Vegas  Hilton,  Las  Vegas,  Colorado 

Contact:  David  Leeper,  Lowry  Russom  & Leeper, 
350  Pacific  Avenue,  San  Francisco,  California  94111. 
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CONTINUING  EDUCATION  IN 

PEDIATRICS 


THE  CHILDREN'S  HOSPITAL 


Department  of  Continuing  Education 
1056  East  19th  Avenue 
Denver,  Colorado  80218 
(303)  861-8888,  x2280 


PEDIATRIC  LABORATORY  MEDICINE:  RECENT  DEVELOPMENTS  ...... .February  27, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  12  noon-4  pm 

REGIONAL  PEDIATRIC  CARDIAC  PROGRAM  .......................... .March  26, 1976 

The  Cosmopolitan,  Denver  (Century  Room)  Friday  8 am-4  pm 

PEDIATRIC  OPHTHALMOLOGY  .........................................  April  9, 1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  12  noon-4  p.m. 

PEDIATRIC  ORTHOPEDICS  ........................................... .April  16,  1976 

The  Children's  Hospital,  Denver  (Tammen  Auditorium)  Friday  8 am-4  pm 


NEONATAL-PERINATAL  MEDICINE  FOR  THE  PERINATAL  TEAM  April  21-23,  1976 

Sponsored  by  the  District  VI!!  Perinatal  Pediatrics  Section, 

American  Academy  of  Pediatrics 
The  Scottsdale  Hilton,  Phoenix 


PLANNED  PARENTING  ............................................  August  19-21, 1976 

The  Keystone  Center  for  Continuing  Education  Thursday  8 am- 

Dillon,  Colorado  Saturday  noon 

WHAT'S  NEW  IN  INFECTIOUS  DISEASE  ............................ .September  10, 1976 

The  Children's  Hospital,  Denver  fTammen  Auditorium)  Friday  12  noon-4  pm 

THE  TEAM  APPROACH  TO  THE  CARE  OF  BURNS  IN  CHILDREN  October  8, 1976 

The  Children's  Hospital,  Denver  (Boettcher  Auditorium)  Friday  8 am-4  pm 

PEDIATRIC  CRITICAL  CARE  ....................................  November  19-20, 1976 

The  Paul  R.  Hackett  Memorial  Symposium  Friday  8 am-4  pm 

The  Cosmopolitan,  Denver  (Century  Room)  Saturday  8 am-noon 

LEGISLATIVE  ISSUES  IN  MATERNAL/CHILD  HEALTH  December  10, 1976 

The  William  W9!ey  Jones  Memorial  Lecture  Friday  8 am-4  pm 

The  Children's  Hospital,  Denver  (Tammen  Auditorium) 


Please  send  me  detailed  program,  faculty,  and  registration  information  as  soon  as  it  is  printed  for  the 
pediatric  conferences  indicated  below: 


^.Laboratory  2/27/76 

Cardiology  3/26/76 

Ophthalmology  4/9/76 

„™,____.Perinato!ogy  4/21-23/76 
- ^.Orthopedics  5/14/76 


Development  & Evaluation  8/19-21/76 

Infertiniis  Disease  9/10/76 

__Burns  10/8/76 

Critical  Care  11/19-20/76 

^^.Legislative  Issues  12/10/76 


Name 


Phone:  AC—. No.. 


MD  DO  CHA  RN  RT  PT  OT  MSW  Specialty 

Mailing  Address  


Please  return  to:  Department  of  Continuing  Education,  The  Children's  Hospital,  1056  East  19th 
3-76  Avenue,  Denver,  Colorado  80218.  Phone  303/861-8888,  x 2280 


American  Medical  Association 

29TH  NATIONAL  CONFERENCE  ON 
RURAL  HEALTH 

April  8-9,  1976 

Hyatt  Regency  Phoenix,  Phoenix,  Arizona 

Contact:  Department  of  Rural  and  Community 
Health,  American  Medical  Association,  Division  of 
Medical  Practice,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Maricopa  County  General  Hospital 
SPINE  SYMPOSIUM 
April  12-14,  1976 

Contact:  Austin  R.  Sandrock,  MD,  Department  of 
Radiology,  Maricopa  County  General  Hospital,  2601 
E.  Roosevelt,  Phoenix,  Arizona  85008. 


American  College  of  Cardiology 

CURRENT  CONCEPTS  IN  CARDIOLOGY,  1976 

April  26-29,  1976 

Caesars  Palace,  Las  Vegas,  Nevada 

Contact:  Mary  Anne  Mclnerny,  Department  of 
Continuing  Education  Programs,  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda, 
Maryland,  20014. 


Department  of  Electrical  Engineering, 

University  of  Wyoming 

13TH  ANNUAL  ROCKY  MOUNTAIN 
BIOENGINEERING  SYMPOSIUM 

May  3-5,  1976 

University  of  Wyoming,  Laramie,  Wyoming 
82017 

Contact:  Dr.  C.  Norman  Rhodine,  Department  of 
Electrical  Engineering,  U.  of  Wyoming,  Laramie, 
Wyoming  82071. 


The  second  class  of  Obstetrical  and  Gynecological  Associate  physician  assistants 
trained  by  the  University  of  Colorado  Medical  Center  will  complete  their  three  year 
course  of  training  in  June  1976. 

The  graduates  of  the  program  who  are  currently  employed  have  received  strong  en- 
dorsement from  their  employers  and  in  many  respects  they  have  exceeded  the  expectations 
of  their  employers. 

They  are  well-trained,  highly  motivated  individuals,  well  qualified  to  function  in  the 
private  practice  of  an  obstetrician-gynecologist,  family  practitioner,  public  clinic  health 
care  facility,  or  institution.  They  have  been  trained  to  perform  the  following  functions: 

1.  Delivering  comprehensive  prenatal  care  of  women  with  uncomplicated 
pregnancies. 

2.  Recognizing  all  of  the  complications  of  pregnancy. 

3.  Evaluating  and  caring  for  patients  in  labor. 

4.  Assisting  in  minor  and  major  operative  procedures. 

5.  Diagnosing  and  treating  common  office  gynecologic  problems. 

6.  Providing  comprehensive  family  planning  advice  and  services. 

7.  Providing  cancer  screening  examinations  for  women. 

8.  Teach  prenatal  courses  and  courses  in  health. 

Prospective  employers  interested  in  evaluating  the  potential  of  these  students  are  in- 
vited to  write  to  the  Director  of  the  Program  for  specific  information. 

William  E.  Fuller,  M.D. 

Director 

Obstetrical  and  Gynecological  Associate  Program 
University  of  Colorado  Medical  Center 
4200  East  Ninth  Avenue 
Denver,  Colorado  80220 
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Frances  McConnell-Mills,  MD,  died  Sunday, 
December  28,  1975  in  St.  Luke’s  Hospital,  Denver, 
after  a short  illness.  She  was  75  years  of  age.  Born  in 
Monument,  Colorado,  July  9,  1900,  she  attended 
elementary  schools  in  Monument,  high  school  in 
Colorado  Springs,  then  the  University  of  Denver, 
from  which  she  received  a BA,  then  an  MA  degree. 
She  received  her  MD  from  the  University  of  Colorado 
in  1925. 


John  Edmund  Struthers,  MD,  died  Tuesday, 
January  13,  1976  at  the  age  of  85  years  in  Denver.  He 
was  born  October  9,  1890  in  Wilkes  Barre,  Penn- 
sylvania, and  was  educated  in  the  public  schools  of 
that  city.  He  received  his  medical  degree  from  the 
Medico-Chirurgical  College  of  Philadelphia  in  1915. 

After  an  internship  in  the  Robert  Packer  Hospital 
and  Guthrie  Clinic  in  Sayre,  Pennsylvania,  he  served 
a fifteen-month  surgical  residency  at  the  Geisinger 
Hospital  and  Clinic  at  Danville,  Pennsylvania,  then 
entered  the  military  service  in  October  1918. 

Following  his  military  service  he  became  an  assist- 
ant in  the  Department  of  Surgery  at  the  Mayo  Clinic. 
He  received  a MsC  degree  from  the  University  of 
Minnesota  in  1923,  and  that  same  year  came  to 
Denver,  opening  an  office  here  for  the  practice  of 
general  surgery. 

He  was  a member  of  the  Denver  and  Colorado 
medical  societies  and  the  American  Medical 
Association.  He  was  a Fellow  of  the  American  College 
of  Surgeons  and  one  of  the  founders  of  the  Denver 
Academy  of  Surgery.  He  was  among  the  Founders 
Group  of  the  American  Board  of  Surgery.  He 
belonged  to  the  Phi  Rho  Sigma  medical  fraternity, 
was  a Knight  Templar,  a Shriner,  a life  member  of 
the  Denver  Athletic  Club,  a member  of  the  Univer- 
sity Club,  and  an  Episcopalian. 

He  held  staff  memberships  at  St.  Luke’s, 
Presbyterian,  Rose  Memorial,  and  Mercy  hospitals 
and  served  a term  as  Chief  of  Surgery  at  Mercy 
Hospital. 

Doctor  Struthers  was  married  to  Lenore  Klock  of 
Minneapolis,  Minnesota  in  Denver  in  1924.  She 
preceded  him  in  death.  They  had  two  sons,  John  Ed- 
mund, Jr.,  and  James  Rae,  both  of  Denver,  who  sur- 
vive, as  does  his  second  wife,  the  former  Rose  Pigg. 


William  A.  Laughrun,  MD,  died  Sunday, 
December  14,  1975  in  Burnsville,  North  Carolina  at 
the  age  of  42  years.  He  was  a graduate  of  George 
Washington  University  in  Washington,  D.C.,  and 
took  his  graduate  training  at  the  University  of 
Colorado  Medical  Center. 

In  1970  he  opened  an  office  in  La  Junta,  Colorado 
for  the  practice  of  Internal  Medicine.  At  the  time  of 
his  death  he  was  Medical  Director  of  a Gero- 
Psychiatric  Unit  at  Broughton  Hospital  in  Morgan- 
town, North  Carolina. 

He  is  survived  by  his  widow,  Susan  Strain 
Laughrun  of  La  Junta,  Colorado,  three  sons,  Marcus 
Aurelius,  La  Junta;  Julius  Adrian,  Morgantown, 
N.C.,  and  William  Augustus  III,  serving  with  the 
Merchant  Marine  in  Houston,  Texas.  Also  surviving 
are  the  doctor’s  mother,  Mrs.  Hattie  Black  Laughrun 
of  North  Carolina,  and  four  sisters. 


She  was  the  second  woman  to  serve  an  internship 
at  Denver  General  Hospital.  She  received  graduate 
training  in  Pathology  from  both  Cook  County 
Hospital  in  Chicago,  and  the  University  of  Michigan 
in  Ann  Arbor.  She  was  certified  in  both  clinical  and 
anatomical  pathology  by  the  American  Board  of 
Pathology. 

Doctor  McConnell  was  a member  of  the  Denver 
and  Colorado  medical  societies  and  the  American 
Medical  Association.  She  belonged  to  the  American 
Women’s  Medical  Society  and  the  Colorado  Society 
of  Clinical  Pathologists. 

She  served  as  Denver  city  toxicologist  from  1925  to 
1940,  and  has  served  as  consultant  to  the  Denver 
General  Poison  Center  for  many  years.  She  served  as 
Pathologist  to  St.  Luke’s  Hospital  in  1943  and  1944, 
and  to  Greeley  Hospital  in  1950.  She  was  a member  of 
the  Colorado  Basic  Science  Board  from  1957  to  1962. 

Earlier  in  1975  she  was  honored  by  the  Colorado 
Medical  Society  and  the  University  of  Colorado 
Medical  School  for  practicing  medicine  here  for  50 
years.  When  she  was  city  toxicologist,  Dr.  McConnell 
worked  with  Dr.  Florence  Sabin  on  establishment  of 
uniform  health  standards  for  Denver  and  Colorado. 

She  was  married  to  David  Livingston  Mills,  an  at- 
torney, November  14,  1925.  Mr.  Mills  died  in  1967. 
She  is  survived  by  a daughter,  Mrs.  Jeanne  Varnell  of 
Lakewood,  Colorado;  a son,  Dr.  David  M.  Mills,  Lub- 
bock, Texas,  a sister,  Mrs.  Helen  Collier  of  Denver, 
and  seven  grandchildren. 

Walter  Francis  Quinn,  MD,  a native  of  Black 
Hawk,  Colorado,  died  in  a Reno,  Nevada  hospital  on 
December  27,  1975. 

Doctor  Quinn  attended  primary  schools  in  Black 
Hawk  and  Denver,  and  was  graduated  from  West 
Denver  High  School,  Capitol  College  of  Pharmacy  in 
Denver,  and  the  Hahnemann  College  of  Science  in 
Philadelphia.  He  received  his  MD  from  the  Univer- 
sity of  Colorado  School  of  Medicine  in  1933. 

Dr.  Quinn’s  internship  and  residency  were  served 
at  Denver  General  Hospital.  He  did  postgraduate 
work  at  Massachusetts  General  Hospital,  Cook 
County  Hospital,  Cook  County  Graduate  School  and 
Hospital,  Chicago,  and  the  University  of  Chicago. 

He  was  a member  of  the  Colorado  Medical 
Society,  the  Denver  Medical  Society,  and  the 
American  Medical  Association.  He  was  president  of 
the  Nevada  State  Medical  Association  and  of  the 
White  Pine  County  Medical  Society. 

Surviving  are  his  widow,  Mrs.  Dorothy  Quinn,  and 
daughter,  Gayle  F.  Carlson,  both  of  Reno,  and  two 
brothers,  Irving  W.  and  J.  Vernon,  both  of  Denver, 
and  a sister,  Leota  Larson,  also  of  Denver. 
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William  F.  Waddell,  MD,  of  Brighton,  Colorado, 
died  Monday,  January  12,  1976  at  the  age  of  54  years. 
Born  June  20,  1921  at  Titusville,  Pennsylvania,  he 
received  a B.S.  degree  from  Grove  City  College  in 
Grove  City,  Pennsylvania  in  1943.  After  spending 
three  years  in  the  U.S.  Air  Force  he  entered  Temple 
University  Medical  School  in  Philadelphia  from 
which  he  received  his  M.D.  in  1950.  He  interned  at 
Fitzsimons  Army  General  Hospital  in  Denver,  then 
opened  an  office  for  the  general  practice  of  medicine 
in  Brighton,  Colorado  in  1952. 

He  was  a member  of  the  Denver  Medical  Society 
from  1953  to  1960  when  he  transferred  to  the  Adams- 
Aurora  Medical  Society.  He  was  also  a member  of  the 
Colorado  Medical  Society  and  the  A.M.A.  He  was  a 
member  of  the  staff  of  the  Presbyterian  Medical 
Center  and  of  the  Brighton  Community  Hospital, 
serving  as  a member  of  the  Board  of  the  latter  in- 
stitution. He  was  a trustee  of  the  Lions  Club  Founda- 
tion and  an  elder  of  the  First  Presbyterian  Church  in 
Brighton. 

He  was  married  to  Mary  Stitt  of  Pennsylvania  in 
1948.  His  widow  survives  the  doctor  as  do  three  sons, 
John  W.,  Washington,  D.C.,  David  R.,  Iowa  City, 
Iowa,  and  Thomas  A.  of  Boulder,  Colorado,  and  a 
daughter,  Suzanne  of  Brighton.  Four  brothers, 
Russell,  Newtown,  Pa.;  Donald,  Albany,  Georgia; 
Harold,  Federal  Way,  Washington,  and  Wendell, 
residing  in  Pennsylvania,  also  survive. 


Daniel  G.  Monaghan,  MD,  died  in  Fitzsimons 
Army  General  Hospital  on  Friday,  December  19,  1975 
at  the  age  of  60  years.  Born  in  Denver,  August  3,  1915, 
he  was  educated  in  the  parochial  school  system, 
graduating  from  Regis  High  School.  He  attended 
Notre  Dame  University,  then  the  University  of 
Colorado  School  of  Medicine,  receiving  his  MD  in 
1942. 

After  an  internship  at  Denver  General  Hospital  he 
served  two  years  of  residency  in  Pathology.  He  prac- 
ticed Internal  Medicine  in  Denver  from  1947  to  1955 
at  which  time  he  was  commissioned  in  the  U.S.  Army 
Medical  Corps.  He  remained  in  the  army  until  his 
death,  having  achieved  the  rank  of  Lieutenant 
Colonel. 

Colonel  Monaghan  was  a member  of  the  Denver 
and  Colorado  medical  societies,  and  of  the  American 
Medical  Association.  He  was  also  a member  of  the 
Denver  Catholic  Physicians  Guild,  having  served  as 
president  of  that  organization  in  1952. 

He  was  married  to  Betty  Jean  Cox  of  Washington, 
D.C.  in  1925,  and  she  survives  the  doctor.  Also  surviv- 
ing are  two  sisters,  Mrs.  Mary  M.  Pitt  of  Denver,  and 
Mrs.  William  A.  Hover,  Houston,  Texas,  and  two 
brothers,  S.  John  of  Denver  and  Dr.  James  E. 
Monaghan  of  Benkleman,  Nebraska. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medico!  Profession  Patronage 

309  I4fh  Street 
Denver  80202 


Complete  and  personalized  service  for 
all  your  graphic  arts  needs 


•Design  assistance 

•Magazines 

•Computerized  photo  type 

•Catalogues 

•4-color  process  offset 

•Annual  reprints 

•Complete  bindery 

• Booklets/Books 

•Mailing  Service 

k 

•Brochures 

j 

A, 


892-0166 

2177  West  Seventh  Avenue 
Denver,  Colorado  80204 


114 


Rocky  Mountain  Medical  Journal 


New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 

Recent  Acquisitions 


Encounter  Groups  and  Psychiatry:  Task  Force  on  Encounter 

Groups  and  Psychiatry.  Washington,  American  Psychiatric 
Association,  1974.  27  p.  $1.50. 


Endocrinology  and  Diabetes:  Leonard  J.  Kryston  and  Ralph  A. 
Shaw,  eds.  New  York,  Grune  & Stratton,  1975.  533  p.  (Thirtieth 
Hahnemann  Symposium)  $29.75. 

Gynecologic  Laparoscopy:  Diagnostic  and  Operatory:  Luis  A. 
Cibils.  Philadelphia,  Lea  & Febiger,  1975.  171  p.  $10.35. 

Handbook  of  Legal  Medicine:  Alan  R.  Moritz.  4th  ed.  St.  Louis, 
Mosby,  1975.  286  p.  $11.50. 

Hypnosis  in  the  Relief  of  Pain:  Ernest  R.  Hilgard  and  Josephine  R. 
Hilgard.  Los  Altos,  Calif.,  William  Kaufmann,  1975.  262  p.  $10.00. 


Introduction  to  Medical  Science:  Clara  G.  Young  and  James  D. 
Barger.  2nd  ed.  St.  Louis,  Mosby,  1973.  381  p.  Gift. 


Adolescent  Suicide:  Andre  Haim.  A.M.S.  Smith,  translator.  New 
York,  International  Universities  Press,  1974.  310  p.  $15.00. 

Advances  in  Uveal  Surgery,  Vitreous  Surgery,  and  the  Treat- 
ment of  Endophthalmitis:  Gholam  A.  Peyman.  New  York, 
Appleton-Century,  1975.  238  p. 

Atlas  of  Neuropathology:  Summer  1.  Zacks.  New  York,  Harper  & 
Row,  1971.  394  p.  $22.50. 

Behavior  Therapy  in  Psychiatry:  Task  Force  on  Behavior 
Therapy.  Washington,  American  Psychiatric  Association,  1974.  75  p. 

$3.50. 

The  Biologic  and  Clinic  Basis  of  Infectious  Diseases:  Guy  P. 
Youmans.  Philadelphia,  Saunders,  1975,  813  p.  $17.50. 

Cancer  of  the  Lung:  H.  Gunter  Seydel.  New  York,  Wiley,  1975.  200 
p.  $25.00. 


Medical  Care  of  the  Adolescent:  J.  Roswell  Gallagher.  3rd  ed.  New 
York,  Appleton-Century-Crofts,  1975.  774  p. 

Medical  Licensure  Examinations;  Topical  Summaries  and  Ques- 
tions: Arthur  W.  Wright,  ed.  12th  ed.  Philadelphia,  Lippincott, 
1975.  1021  p. 

Operating  on  the  Mind;  the  Psychosurgery  Conflict:  Willard  M, 
Gaylin,  et  al.,  eds.  New  York,  Basic  Books,  1975.  216  p.  $11.95. 

Pulmonary  Diagnostic  Techniques:  Thomas  L.  Petty  and  others. 
Philadelphia,  Lea  & Febiger,  1975.  283  p.  $15.00. 

Radiologic  and  other  Biophysical  Methods  in  Tumor  Diagnosis: 

Clinical  Conference  on  Cancer,  M.D.  Anderson  Hospital  and  Tumor 
Institute,  Houston,  Texas,  18th,  1973.  Chicago,  Year  Book,  1975.  486 
p.  $32.50. 


Cardiovascular  Dynamics:  Robert  F.  Rushmer.  4th  ed.  Reactions  to  Injury  and  Burns:  Simon  Sevitt.  Philadelphia,  Lip- 

Philadelphia,  Saunders,  1975.  584  p.  $20.00.  pincott,  1974.  255  p.  $17.50. 


Clinical  Aspects  of  the  Violent  Individual:  Task  Force  on  Clinical 
Aspects  of  the  violent  individual.  Washington,  American  Psychiatric 
Association,  1974.  46  p.  $2.50. 

Clinical  Exercise  Testing:  Normah  L.  Jones  et  al.  Philadelphia, 
Saunders,  1975.  214  p.  $15.50. 

Clinical  Hypnosis;  Principles  and  Applications:  Harold  B. 
Crasilneck  and  James  A.  Hall.  New  York,  Grune  & Stratton,  1975. 
345  p.  $19.50. 

The  Clumsy  Child:  Sasson  S.  Gubbay.  Philadelphia,  Saunders, 
1975.  194  p.  (Major  problems  in  neurology,  vol.  5)  $11.25. 

Concussive  and  Penetrating  Injuries  of  the  Globe  and  Optic 
Nerve:  Thomas  E.  Runyan.  St.  Louis,  Mosby,  1975.  221  p.  $29.50. 

Confidentiality  and  Third  Parties:  Task  Force  on  Confidentiality 
and  Third  Parties.  Washington,  American  Psychiatric  Association, 
1975.  59  p.  $3.00. 

Dermatology:  Samuel  L.  Moschella.  Philadelphia,  Saunders,  1975. 
2 vol.  $65.00  set. 

Early  Breast  Cancer:  Conference  on  Detection  and  Treatment  of 
Early  Breast  Cancer,  13th,  Lake  Buena  Vista,  Fla.,  1974.  H.  Stephen 
Gallager,  ed.  New  York,  Wiley,  1975.  231  p.  $16.50. 


Steroid  Therapy:  Daniel  L.  Azarnoff.  Philadelphia,  Saunders,  1975. 
340  p.  $14.50. 

Surgery  of  Peptic  Ulcer:  Rene  Menguy.  Philadelphia,  Saunders, 
1976.  297  p.  (Major  problems  in  clinical  surgery,  vol.  18)  $15.00. 

Surgical  Techniques  Illustrated:  Ronald  A.  Malt.  Boston,  Little, 
Brown,  1976.  vol.  1.  $56.00  set. 

Surgical  Urology:  Rubin  H.  Flocks  and  David  A.  Culp.  4th  ed. 
Chicago,  Year  Book,  1975.  574  p.  (Handbook  of  operative  surgery) 
$32.95. 

The  Thyroid  and  its  Diseases:  Leslie  J.  DeGroot  and  John  B.  Stan- 
bury.  4th  ed.  New  York,  Wiley,  1975.  823  p.  $35.00. 

Treatment  of  Shock;  Principles  and  Practice:  William  Schumer. 
Philadelphia,  Lea  & Febiger,  1974.  208  p.  $12.50, 

Tumor  Surgery  of  the  Head  and  Neck:  Robert  S.  Pollack.  New 
York,  Karger,  1975.  206  p,  $33.25. 

Tumors  of  the  Nervous  System:  H.  Gunter  Seydel,  ed.  New  York, 
Wiley,  1975.  193  p.  $18.50. 

Understanding  Arthritis:  Myron  G.  Rosenbaum.  St,  Louis,  Warren 
H.  Green,  1975.  102  p.  Review  copy. 
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Understanding  Medical  Terminology:  Sister  Agnes  Clare  Frenay. 
5th  ed.  St.  Louis,  Catholic  Hospital  Association,  1975.  361  p. 

The  Use  of  Antibiotics:  A.  Kucers  and  N.M.  Bennett.  2nd  ed. 
Philadelphia,  Lippincott,  1975.  679  p.  $26.00. 

Book  Review 

The  Hoax  of  Freudism:  A Study  of 
Brainwashing  the  American  Professionals  and 
Laymen,  by  R.  M.  Jurjevich,  Ph.  D.,  Clinical 
Psychologist,  528  pages,  $10.50,  Dorrance  & Co., 
Philadelphia,  1974. 

Dr.  Jurjevich  was  born  in  Yugoslavia  in  1915,  and 
has  resided  in  the  United  States  since  1950.  A 
graduate  of  the  University  of  Edinburgh,  Scotland, 
and  George  Williams  College  in  Chicago,  he  received 
his  doctorate  in  clinical  psychology  from  the  Univer- 
sity of  Denver.  Out  of  his  work  at  the  Colorado  State 
Training  School  for  Girls  came  No  Water  in  My  Cup: 
Experiences  and  a Controlled  Study  of 
Psychotherapy  of  Delinquent  Girls,  published  in 
1968.  Studies  of  the  last  few  years  led  to  the  prepara- 
tion of  Direct  Psychotherapy,  Vol.  1 and  2;  Twenty- 
eight  American  Originals,  and  Vol.  3:  International 
Developments.  In  1968-69  Dr.  Jurjevich  spent  a year 
in  Europe  studying  Logotherapy  under  Victor  Frankl, 
and  investigating  other  forms  of  existential  psy- 
chotherapy. 

This  book,  the  first  of  a forthcoming  trilogy, 
based  on  a detailed  and  wide-ranging  educational 
background  and  a wide  professional  experience  and 


acquaintance,  proceeds  in  a carefully  annotated, 
almost  textbook  style,  to  demolish  the  origins,  tenets, 
and  claims  of  the  Freudian  School  of  Psychiatry.  This 
is  nothing  new.  It  began  twenty  years  ago  with 
Natenberg’s  The  Case  History  of  Sigmund  Freud, 
followed  in  1957  by  disillusioned  Coyne  H. 
Campbell’s  The  Psychopathy  of  Freudianism,  and 
continued  with  Edward  R.  Pinckney’s  The  Fallacy  of 
Freud  and  Psychoanalysis.  And  it  must  not  be 
forgotten  that  Andrew  Salter’s  The  Case  Against 
Psychoanalysis  was  first  published  in  1952. 

The  book  is  very  well  made,  strongly  bound,  yet 
flexible  and  lies  flat  easily.  My  one  gripe  is  the  an- 
notation; the  references  are  by  chapter,  and  I can 
never  remember  which  chapter  I am  reading,  and 
again  and  again  the  reference  is  to  an  original 
reference  in  a previous  chapter.  Some  publishers  label 
the  reference  pages  at  the  top  by  the  reading  matter 
pages,  and  this  is  affable  and  gratifying. 

There  is  no  doubt  that  Freud  gained  the  fame  said 
to  be  due  to  one  born  with  a caul.  History  tells  us  how 
this  fact  provoked  the  mid-wife  to  proclaim  his  in- 
cipient genius,  to  which  his  mother  readily  gave 
agreement.  Says  Percival  Bailey  in  his  Sigmund  The 
Unserene,  (page  103),  “Freud  was  an  influential  man, 
an  intriguing  study  in  psychopathology  but,  as  Rieff 
says,  in  no  sense  was  his  life  great.” 

Horace  E.  Campbell,  M.D. 

Denver,  Colorado 


THE  MEDICAL  DIRECTOR  IN  A SKILLED  NURSING  CARE  EACILITY 
(A  PRACTICAL  APPROACH  TO  IMPLEMENTATION) 

A Seminar,  April  23-24.  1976,  Executive  Tower  Inn.  Denver,  Colo. 
Co-sponsored  by  the  American  Medical  Association  and  the  Colorado  Medical  Society 


New  federal  regulations  went  into  effect  .lanuary,  1976  requiring  Skilled  Nursing  Care  Facilities  to  have  Medical 
Directors.  (Enforcement  has  been  delayed  in  view  of  many  requests  that  the  effective  date  he  postponed.)  To  assist  in 
proper  training  for  those  going  into  this  Held,  a seminar  will  be  held  in  April.  Invited  guests  include:  Carl  Page.  M.D.. 
Lubbock.  Texas;  Senator  Frank  Church  of  Idaho;  Theodore  Carcich.  President  of  the  American  Health  Care 
.Association.  Registration  is  limited  to  200  on  a first  come 

first  served  basis 


PRELIMINARY  PROGRAM 

APRIL  23 


9:00  a.m. 
9:20  a.m. 

10:20  a.m. 

12:10  p.m. 
1:40  p.m. 
2:20  p.m. 

3:20  p.m. 


Orientation 
What  and  Why  of 
Medical  Direction 
Small  group 
in  basket  exercises 
Lunch 

AMA  guidelines 
Small  group  handbook 
exercises 

Panel:  Alternatives  to 
an  Individual  Medical 
Director 


PRL-RL(ilSTRATION— DETACH  AND  MAIL 

To:  Long  Term  Care  Committee,  Colo.  Medical  Society 
1601  L.  19th  Ave.,  Denver,  Colorado  80218 
Make  checks  payable  to  Colo.  Medical  Society 

REGISTRATION  LEE— $50  ( Includes  Apr.  23  luncheon) 

Make  your  own  early.  A large  convention  will  be  in 
Denver  this  weekend.  If  you  choose  Executive  Tower 
Inn.  indicate  you  are  attending  this  meeting. 

Please  print 

NAME  


APRIL  24 

9:10  a.m.  Model  Contracts 

1 ADDRESS 

1 

10:00  a.m.  Legislative  Intent 
(Senator  Church) 

10:40  a.m.  Panel:  Reimbursing 

1 City 

State 

Zip 

Medical  Direction 

1 

1 AI  FILIATION 
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MAKES  SEKSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K"*"  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  RR.  00630 

Subsidiary  of  SmithKlme  Corporation 


♦Information  on  file  at 
Westwood  Pharmaceuticals  Inc. 


UJESTliiOOD 

PHARMACEUTICALS  INC, 
Buffalo,  New  York  14213 


01974.  W.  P.  Inc, 


(5%  PABA  LOTION) 

may  help  prevent 
harmful  effects  of  the  sun 
such  as  premature  aqinq 
of  skin  and  skin  cancer.’ 


(5%  PABA  LOTION) 

FOR  SUN-SENSITIVE  SKIN 


PREVENTS  SUNBURN 
PERMITS  TANNING 
May  help  prevent  harmful  effects 
of  the  sun  such  as  premature 
aging  of  skin  and  skin  cancer 
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WANT  ADS 


SHORT  OR  LONG  TERM  LEASE.  Two  years  and  more.  Nearly 
new  medical  office  of  1,350  sq.  ft.  Four  large  examining  rooms, 
waiting  room,  private  office  with  custom  desk  and  bookcases.  Ample 
parking.  5 minutes  from  largest  Tucson  hospital  and  8 minutes  to 
University  of  Arizona  Hospital.  $6.50  sq.  ft.  includes  all  utilities, 
cleaning,  internal  and  external  maintenance.  Call  collect  (602)  795- 
6335  or  write:  Richard  J.  Martin,  MD,  4540  East  Grant  Road,  Tuc- 
son, Arizona  85712.  1275-3-3B 


OFFICE  SPACE  AVAILABLE  in  new  Vista  Grande  Medical  Build- 
ing, located  in  progressive  northeast  section  of  Colorado  Springs, 
Colorado.  Office  space  of  1,000  sq.  ft.  with  private  entrance.  Will 
partition  to  suit.  Perfect  for  family  practitioner.  Excellent  x-ray  and 
laboratory  facilities  available  in  building.  Please  contact:  Karl  M 
Buretz,  MD,  5014  El  Camino  Drive,  Colorado  Springs,  Colorado 
80918,  or  phone:  (303)  599-3980  1275-13-3B 


COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive 
remuneration;  flexible  scheduling.  Contact:  Drs.  Cooper  or  Spurgeon 
toll-free:  800-325-3982.  1275-1-TFB 


HAWAII.  Small  hospital,  rural  Oahu,  needs  semi-retired  radiologist, 
part-time.  Good  pay  for  hours  worked.  Beautiful  beaches,  climate, 
etc.  Write  for  details  to:  Administrator,  Kahuku  Hospital,  Kahuku, 
Hawaii  96731.  1275-7-3B 


WANTED:  Old  brass  microscopes,  microscopic  parts  and 
accessories,  books,  and  other  literature  about  microscopes.  Con- 
tact: Wendell  P.  Stampfli,  MD,  Salida  Hospital,  Salida,  Colorado 
81201,  or  call  evenings:  (303)  395-2397  1275-6-3B 


PHYSICIAN  WANTED:  Full  family  practice  including  OB. 

Established  practice.  Terms,  Etc.  References  and  resume  re- 
quested. Jack  I.  Paap,  MD,  Professional  Corp.,  2560  S.  Highway  85- 
87,  Meadow  Creek  Medical  Center,  Suite  140,  Colorado  Springs 
Colorado  80906  Phone:  (303)  576-3901.  376-1-1 


COLORADO  SPRINGS  PROFESSIONALS:  A second  continuing 
income  can  give  you  professional  mobility  and  let  you  practice 
quality  vice  quantity.  A unique  and  exciting  business  opportunity. 
Call:  Willis  Greene,  (303)  597-4585.  376-2-lB 


PHYSICIANS  urgently  needed  in  Wolf  Point,  Montana.  Present 
physicians:  two,  each  seeking  associates,  or  community  will 
cooperate  on  your  needs  to  establish  a private  practice.  Financial 
assistance  available.  Trade  area  of  15,000.  Sportsman’s  paradise. 
Wide  open  spaces.  Good  place  to  raise  a family,  excellent  schools.  50 
bed  hospital.  Contact:  Wolf  Point  Chamber  of  Commerce  and 
Agriculture,  Box  237,  Wolf  Point,  Montana  59201  or  Call:  (406)  653- 
2012.  376-3-lB 


DIRECTOR  OF  FAMILY  PRACTICE  RESIDENCY  is  needed  for 
major  Denver  area  hospital.  Position  calls  for  teaching  residents, 
directing  patient  care,  and  administration.  Full-time  position.  Must 
have  Family  Practice  Board  certification  or  eligibility.  Salary 
negotiable.  Write:  Alvin  P.  Miller,  MD,  St.  Joseph  Hospital,  1835 
Franklin  Street,  Denver,  80218,  or  phone:  (303)  837-7295.  376-4-1 


FOR  SALE:  Fibrometer,  complete  with  automatic  pippetor,  dry 
bath  tube  incubator,  cups  and  tips;  Immufuge  (Dade);  OHAUS 
Harvard  Trip  Balance  (new).  Contact:  Connie  McFadden,  Box  1160, 
Buffalo  Park  Medical  Clinic,  Evergreen,  Colorado,  80439,  or  Call: 
(303)  674-6693.  376-5-lB 


WANTED:  FAMILY  PHYSICIAN  to  join  Board  Certified  Internist 
and  Family  Physician  in  busy  practice  in  Steamboat  Springs. 
Graduate  of  recent  three-year  residency  in  Family  Practice  required. 
Inquiries  should  be  accompanied  by  resume.  Write:  Steamboat 
Medical  Group,  Box  AA,  Steamboat  Springs,  Colorado  80477.376- 
11-1 


OFFICE  SPACE  FOR  RENT  within  busy  family  practitioner  office 
in  Southeast  Denver.  Contact:  Peter  Monheit,  MD,  (303)  771-1647 
or  write  at  3545  South  Tamarac  Street,  Suite  130,  Denver,  Colorado 
80237  176-9-2B 


GENERAL  OFFICE  PHYSICIANS  NEEDED:  Career  Federal  Civil 
Service  in  Emergency  and  Outpatient  (adult)  services.  40-hour 
week  and  exceptional  fringe  benefits.  Contact:  C.  Emmett,  Civilian 
Personnel  Office,  Fitzsimons  Army  Medical  Center,  Denver,  Colo- 
rado 80240.  Call:  (303)  341-3017.  176-6-2B 


ASSOCIATE  WANTED  FOR  INTERNIST  anticipating  retire- 
ment. A desirable  opening  for  physician  interested  in  solo  prac- 
tice. Call:  (303)  333-5318  after  5 p.m.  176-7-2 


GP/FP  needed  for  rural  community  50  miles  North  of  Great  Falls, 
Montana.  Located  at  foot  of  the  Rockies  near  Glacier  Park.  Current 
staff  of  2 GP's,  rotate  call.  Income  may  be  guaranteed  initially. 
Send  resume  to  T.  Dunlap,  Administrator,  Teton  Memorial  Hospital, 
Box  820,  Choteau,  Montana  59422  or  call:  (406)  466-5763,  collect. 

176-8-2B 


PHYSICIAN  NEEDED  FOR  SOUTH  DAKOTA  DEPARTMENT 
OF  HEALTH:  Medical  Director  of  Maternal  and  Child  Health 
and  Crippled  Children  Program.  Graduate  of  approved  school  of 
medicine,  with  pediatric  and  neonatal  training.  MPH  desirable. 
Must  be  licensed  to  practice  medicine  in  S.D.  or  eligible  for  licensure 
within  six  months.  Appointment  to  new  four  year  Medical  faculty 
may  be  considered.  Salary  negotiable.  Apply  to:  Secretary  of  Health, 
Joe  Foss  Building,  Pierre,  South  Dakota  57501  176-11-2B 


PHYSICIAN  NEEDED  FOR  SOUTH  DAKOTA  DEPARTMENT 
OF  HEALTH:  Chief  of  Medical  Services.  Covering  activities  in 
Communicable  Disease,  Laboratory  Services,  Public  Health,  Nurs- 
ing, Emergency  Medical  Services,  and  other  related  services. 
Graduate  of  an  approved  school  of  medicine.  Must  be  licensed  to 
practice  medicine  in  S.D.  or  eligible  for  license  within  six  months. 
Appointment  to  new  four  year  Medical  faculty  may  be  considered. 
Salary  negotiable.  Apply  to:  Secretary  of  Health,  Joe  Foss  Building, 
Pierre,  South  Dakota  57501  176-12-2B 


PHYSICIANS  WANTED.  Specialists  and  generalists  working 
together  to  make  the  Hartford,  Wisconsin  area  a better  place  to 
live  and  practice  medicine.  Thirteen  physicians  presently  serve  the 
area  in  two  clinics  and  also  solo  practice — there  is  a need  for  more 
physicians  to  serve  this  fast  growing  area — specifically  in  Family 
Practice  and  Internal  Medicine.  A new  hospital  building  bas  been 
completed  and  will  provide  the  best  facilities  possible.  The  service 
area  population  is  over  30,000,  while  Hartford  is  a community  of 
7,000  and  part  of  the  metropolitan  Milwaukee  Planning  Area,  less 
than  30  minutes  away  from  major  cultural,  educational,  and  social 
resources.  Hartford  and  its  outlying  communities  offer  more  of  a 
rural  community  flavor  with  proximity  to  lakes,  ski  hills,  and  other 
recreational  advantages.  This  invitation  to  Hartford,  Wisconsin  is 
the  co-operative  effort  of  the  physicians,  clinics,  hospitals,  and  in- 
terested community  leaders.  Contact  the  Hartford  Community 
Physician  Research  Committee  by  letter  or  phone,  through  N.  K. 
Reynolds  at  Hartford  Memorial  Hospital,  1032  E.  Sumner,  Hartford, 
Wisconsin  53027  or  Phone:  (303)  673-2300.  376-7-lB 


WANTED:  INTERNIST  for  multi-specialty  group  in  SE  Denver. 

General  internal  medicine,  sub-specialty  training  desirable  but 
not  necessary.  Salary  plus  incentive  first  year,  then  partnership. 
Contact:  Burton  P.  Golub,  MD,  1919  South  University  Boulevard, 
Denver,  Colorado  80210  or  call:  (303)  744-2701  376-8-2B 


WANT  TO  BUY:  No.  1:  Examining  table,  preferrably  metal,  com- 
plete w/stirrups;  No.  2:  Treatment  cabinet;  No.  3:  Footstool;  No. 
4:  Goose-necked  examining  light;  No.  5:  Chrome,  revolving  mobile 
stool;  No.  6:  Reclining  couch  w/elevating  head  rest;  No.  7:  Scale 
w/measuring  rod;  No.  8:  Hydro  hot  pack  machine.  Phone:  (303)  825- 
7134,  Extensions  34  or  35.  376-9-lB 
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Physicians 


General  Practitioners 
& Specialists 


An  invitation  to  combine  career  rewards 
with  a richly  satisfying  life  style. 


In  the  southwest  corner  of 
Wyoming  — in  a pictur- 
esque, progressive  and 
rapidly  growing  area  sur- 
rounding a major  national 
highway  — are  the  com- 
munities of  Rock  Springs 
and  Green  River.  With  a 
current  population  near 
45,000,  and  a number  of 
major  corporate  employ- 
ers contributing  to  a bright 
and  expanding  potential, 
the  area  is  distinctly  un- 
derserved by  available 
Physician  talent.  The  need 
is  for  primary  care  M.D.’s 
and  most  subspecialists, 
particularly  in  urology, 
gynecology  and  pedi- 
atrics. 

Available  to  general  prac- 


titioners is  a modern  new 
clinic  and  office  facility  in 
Green  River  — subsidized 
by  the  community  and  the 
Western  Wyoming  Indus- 
trial Council  to  the  extent 
that  little  or  no  capital  in- 
vestment is  required  of 
qualified  M.D.’s.  Special- 
ized M.D.’s  will  also  find 
attractive  incentives,  with 
consideration  given  to 
individual  needs  and 
wishes.  Assistance  is  avail- 
able to  help  the  Physician 
establish  private  practice 
in  a rapid  and  productive 
fashion. 

The  medical  environment 
will  soon  be  enhanced  by  a 
new  100-bed  hospital  now 
under  construction.  The 


personal  environment  pre- 
sents opportunities  sel- 
dom paralleled  in  any  area 
— comfortable  and  spa- 
cious living,  fresh  air, 
superb  golf,  fishing,  swim- 
ming, camping,  skiing  and 
other  recreation  around 
the  year.  Qualified  Physi- 
cians will  have  their  travel 
expenses  reimbursed  by 
the  community  for  an  on- 
site inspection  of  the  area 
and  the  general  situation. 

Allied  Chemical  Corpora- 
tion is  supporting  the  com- 
munity effort  and  we  in- 
vite those  interested  to  ob- 
tain further  information 
by  writing  to  one  of  the 
following; 


An  Equal 
Opportunity 
Employer.  M/F 


Mr.  Albert  F.  Ritardi 
Director-Medical  Services 
Allied  Chemical  Corporation  OR 
P.O.  Box  1057R 
Morristown,  New  Jersey  07960 


Mr.  Carl  Miller,  Chairman 
Green  River  Health  Services,  Inc. 
Allied  Chemical  Area  Office 
94  North  First  Street 
Green  River,  Wyoming  82935 


Occupational  Health  Physician 

Unusual  professional  and  personal  opportunity  in  Wyoming 


Allied  Chemical  Corporation  has  a permanent 
full-time  position  for  a Physician  who  can  develop 
and  direct  a sophisticated  on-site  clinic  serving 
our  large-scale  mining  and  production  operations 
at  (ireen  River.  Wyoming.  Located  in  the  rapidly- 
growing  and  progressive  four-state  area  of 
southwest  Wyoming,  on  National  Interstate 
Highway  80.  Green  River  is  minutes  away  from 
the  sister  community  of  Rock  Springs — site  of  a 
modern  new  hospital  now  under  construction  and 
of  the  new  Western  Wyoming  Junior  College. 
Good  living  here  combines  fresh  air  and  pictures- 
que natural  beauty  with  year-round  recreation 
ranging  from  golfing,  swimming  and  fishing  to 
camping  and  skiing. 

Responsibilities  of  the  position  will  include  ad- 
ministration of  the  clinic;  performance  of  pre- 
employment  and  base  line  medical  data  collec- 


tion; periodic  physical  examinations  of  personnel; 
emergency  and  trauma  preparedness  programs; 
daily  sick  call  and  special  biological  and  en- 
vironmental monitoring  programs. 

We  are  prepared  to  negotiate  salary,  benefits  and 
other  aspects  of  a highly  attractive  compensation 
package.  To  investigate,  please  write  to; 


Mr.  Albert  F.  Ritardi 
Director  — Medical  Services 
Allied  Chemical  Corporation 
P.O.  Box  1057R 
Morristown,  New  Jersey  07960 

An  Equal  Opportunity  Employer.  M/F 
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FOR  SALE;  New  MACHLETT  six  (6)  inch  image  intensifier,  com- 
plete with  ceiling  tube  mount.  Price:  $8,000.00.  Contact:  Robert 
Sealby,  MD,  Buffalo  Park  Medical  Clinic,  P.O.  Box  1150,  Evergreen, 
Colorado,  80439  376-6-lB 


WANT  TO  RELOCATE?  Physicians,  all  specialties,  including 
Family  Practice.  New  4-8tory  Medical  Arts  Building  ready  for  oc- 
cupancy. Adjacent  to  350-bed  general  acute  hospital.  City  of  125,000. 
Close  to  all  winter  sports,  water  sports,  mountains.  Just  100  miles 
from  Denver.  Ideal  climate.  Unusually  liberal  opportunity  to  enter 
private  or  group  practice.  Established  physicians  or  newly  graduated 
residents  both  welcome.  Contact:  Lee  Schlabach,  Administrator, 
Parkview  Episcopal  Hospital,  400  W.  16th  Street,  Pueblo,  Colorado 
81003  376-10-lB 


ORTHOPEDIC  SURGEON,  board  qualified,  university  trained, 
with  broad  clinical  experience.  Ambitious  family  man  desires 
relocation  to  Rocky  Mountain  states.  Write:  Box  376-12-lB,  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver, 
Colorado  80218.  376-12-lB 


WANTED:  Young  orthopedic  surgeon  to  take  over  Albuquerque 
orthopedic  practice.  Retiring  because  of  illness.  Write:  Box  376-13- 
IB,  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218  or  call:  (505)  298-5501.  376-13-lB 


MEDICAL  SPACE  in  Colorado  Springs  Medical  Building.  800  sq.  ft. 

in  comer  suite  at  $300.00  per  month.  Ground  floor  reception  area, 
lab,  4 treatment  rooms,  private  office.  Rent  includes  utilities, 
janitorial  services,  air  conditioning,  off-street  parking,  pharmacy  in 
building.  Close  to  all  hospitals.  Call  or  Write  Sun  Realty  Co.,  P.O. 
Box  190,  Colorado  Springs,  Colorado  80901  or  call:  (303)  636- 
1320.  376-14-lB 


FAMILY  PRACTITIONER  NEEDED — take  over  well-established 
general  practice.  Fully  furnished  office  at  reasonable  rent.  Ex- 
perienced office  staff.  Access  to  60-bed,  well-equipped  hospital. 
Physician  retiring  due  to  illness.  Heart  of  summer  and  winter  recrea- 
tion area.  Write:  Dr.  or  Mrs.  C.  A.  Cassidy,  358  Dunham  Street, 
Monte  Vista.  Colorado.  81144  or  Call:  (303)  852-3423.  376-15-1 


FOR  SALE:  Sanborn  ’51  EKG  Machine,  $200.00.  Beck  Lee  EKG, 
$200.00.  Sanborn  500  EKG,  $500.00.  Burdick  EKG,  $600.00.  We 
also  buy  and  service  any  make  of  EKGs.  Our  EKGs  come  complete 
with  accessories  and  a one-year  warranty.  Write:  Aquarian  Medical 
Repair  and  Supply,  8711  Norwich  Street,  Westminster,  Colorado 
80030  or  Call:  (303)  427-2867.  376-16-lB 


EXPERIENCED  BOARD  SURGEON,  U.S.  native,  and  Univer- 
sity-trained, wants  out  of  California  insurance  mess.  Prompt 
availability.  Group  association,  or  possibly  solo.  Write:  Box  376-17- 
IB.  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218  376-17-lB 
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PHY.SKTAN  URGENTLY  NEEDED  in  Julesburg,  Colorado.  Need 
Family  Practitioner  to  take  over  busy  practice.  Doctor  retiring 
t)erau,se  of  illness.  Well-established  practice  in  community  of  2.000, 
drawing  on  supporting  population  of  10,000.  Fully-equipped  office. 
3I)-I)ed  modern  hospital  and  32-bed  nursing  home  in  town.  Contact: 
Box  120,  Julesburg,  Colorado  80737  or  Call:  (303)  452-6204. 

376-18-1 


OFFICE  SPA(’E  FOR  LEASE.  Renovated  historic  buildings  adja- 
cent to  hospital  area.  18th  and  Gaylord  St.,  Denver,  Colorado. 
Spaces  trom  4.55  to  3,000  square  foot  available  with  services,  parking, 
utilities.  Many  have  fire  places,  carpeting,  air-conditioning.  High- 
ceilinged  elegance.  Ideal  for  medically  a.ssociated  businesses, 
research,  or  medical  associations.  Call:  Elaine,  (303)  399-7871. 

376-19-lB 
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itespond  to  (xie 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
tic  patient  with  severe 
nxiety.  But  according  to  the 
escription  she  gives  of  her 
elings,  part  of  the  problem 
ay  sound  like  depression, 
his  is  because  her  problem, 
ilthough  primarily  one  of  ex- 
:essive  anxiety,  is  often  accom- 
)anied  by  depressive  symptom- 
itology.  Valium  (diazepam) 

:an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
4 ieved,  the  depressive  symp- 
I oms  associated  with  it  are  also 
t jften  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
otic  anxiety  with  secondary 
Repressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  lO-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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.MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


I TRIAMTERENE  CONSERVES  POTASSIUM 
I WHILE  HYDROCHLOROrHIAZIDE 
I LOWERS  BLOOD  PRESSURE 

j FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications;  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings;  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  sucb 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  anti  hypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Effectiveness  across 
the  spectrum  of  most 
common  forms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical  “patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 


Awake 

REM 

Stage  1 

■1 

Stage  2 
Stage  3 
Stage  4 


Awake  too  long 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories  H 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Awake  too  early 


Broad-spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30-mg  capsule  h.s.~  usual  adult  dosage 

( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.~  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(f  lurazepam  HCI ) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications;  Effective  in  all  types  ol  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ata.xia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Cl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SCOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage;  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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^AlUiEiilliC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


Northern  and  Central  Europeans  must  obtain  their  vitamin  C 
primarily  from  cabbage  because  these  countries  don't  have 
a Florida  or  California  as  a source  of  citrus  fruits.  These 
inhabitants  get  about  twice  as  much  ascorbic  acid  when  they 
eat  their  cabbage  raw  as  when  they  boil  it. 


People  in  more  primitive,  less  commercialized 
societies  often  eat  better  balanced  diets  than 
affluent  Americans.  These  natives  instinctively 
choose  nourishing  foods  because  their  bodies  tell 
them  what  they  need.  The  dietary  habits  of  Ameri- 
cans are  often  influenced  by  television  commer- 
cials that  appeal  to  our  wants  instead  of  our  needs. 


Vitamins  are  so 
potent  that  a day's 
supply  weighs  only 
1 /237th  of  an  ounce! 


Look  for  the  monogram 
“AHR"  on  every  Allbee 
with  C capsule.  It  is  your 
assurance  that  this  is  the 
original  and  genuine 
product  and  notan 
imitation. 


Available  on  your 
prescription  or 
recommendation 

AM  M ^ 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 


MULTIVITAMI 


Each  capsule  contains  ^ 

Thiamine  mononitrate  (Bp)  15  mg  ISOO' 
Riboflavin  (8>)  10  mg  83*^ 

Ryridosine  hydfochlonde  (B.)5  mg  • 
Niacinamide  50  mg  50lA 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vitamin  C)  300  mg  lOO?' 


30  CAPSULES 


; >l-H-pOBINS”-r!g 


A.H.  Robin.s  Company,  Richmond,  Va.  23220 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohol] No.  2 Extentab 

hyoscyaT. I le  sulfate  0.1037  mg,  0.1037  mg.  0.31 11  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.0195  mg. 

phenobarbital  CJ4gr.]  16  2 mg.  (J^  gr.)  32.4  mg  (K  gr.}  48.6  mg. 

Cwarnihg:  may  be  habit  forming) 


Briaf  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  [for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy];  or 
hypersensitivity  to  any  of  the  ingredients. 

/I'H'DOBINS  A H Robins  Company.  Richmond.  Virginia  23220 


if' 


Saf&da' is  higher 
in  pc^unsaturates  than 
neischiTiann!s,  Imperial  orMazola. 


ShouldiA  that  difference 
make  a difference 
in^hatyou  reoMnmend? 

i Your  patients  on  modified  fat 

! diets  can’t  do  better  than  Saffola.  Of 
the  leading  margarines,  Saffola  is 
highest  in  polyunsaturates.  And  no 
pther  margarine  is  lower  than  Saffola 
I in  saturated  fats.  Because  Saffola 

! contains  safflower  oil  — one  of  nature’s 
most  perfect  foods.  Safflower  oil  is 
higher  in  polyunsaturates  than  any 
j vegetable  oil,  including  corn  oil. 

I But  to  your  patients,  Saffola’s 

good  taste  is  just  as  important  as 
Saffola’s  nutrition. The  flavor  makes  it 


easier  for  a patient  to  follow  a low  cholesterol  diet. 

We  think  that’s  why  Saffola  is  worth  recommending. 
To  be  sure  your  patients  are  eating  what's 
good  for  them,  and  enjoying  it. 

For  comparative  information  about 
the  nutritional  benefits  of  Saffola, 
write  Consumer  Products  Division, 
PVO  International  Inc., 

World  Trade  Center, 

San  Francisco,  94111. 


S^ola 


Addifionai  information  avaihbh  to  the  profession  on  requesf* 
Eli  Ully  ond  Compony,  Inc.,  fndtonapolis,  Indiano  46206 


Darvocel-N^lOO 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Dorvon'^ 

Conipound-65 

65  mg,  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 
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LONG  AGO,  MID  February  in  fact,  my  gas 
station  attendant  commented  that  he  would  be 
happy  to  work  just  five  days  a week.  He  was  re- 
ferring to  the  Lincoln  and  Washington  Birthday 
holidays  enjoyed  chiefly  by  government  em- 
ployees. I began  to  re- 

Uncle  Sam 

Wants  You!  benefits  we 

physicians  will  receive 
when  we  become  gov- 
ernment employees.  It  must  be  that  most  doc- 
tors are  not  aware  of  these  or  there  would  be  a 
stampede  to  the  Federal  Building  to  sign  up. 

Holidays,  such  as  Armed  Forces  Day,  Flag 
Day,  Columbus  Day,  Veterans’  Day,  and  of 
course  Election  Day,  are  just  one  of  the  bene- 
fits. There  is  cumulative  sick  leave,  which  you 
will  get  whether  you  need  it  or  not.  And  the  Fed- 
eral Pension  Program!  Have  you  anything  that 
compares  to  what  they  get  after  twenty  years’ 
service?  How  about  working  an  eight-hour  day? 
No  more  2 A.M.  calls — someone  else,  perhaps 
the  dissidents,  will  take  care  of  these.  This 
benefit  may  have  to  be  negotiated,  but  if  we 
stand  together,  we  should  be  able  to  get 
favorable  treatment  here. 

Government  employment  could  be  a solution 
to  the  malpractice  problem.  It  is  not  often  that  a 
Federal  employee  or  the  Federal  govenment  are 
sued,  and  who  else  has  “unlimited”  resources  to 
pay  premiums  or  losses?  Physicians  have  always 
been  altruistic.  As  Federal  employees,  we  could 
be  moved  from  time  to  time  to  areas  where  we 
are  needed  most,  and  at  government  expense! 
As  government  employees,  there  could  be  many 
other  benefits.  No  worries  about  determining 
fees,  sending  bills  or  purchasing  new  equipment. 

There  must  be  many  other  benefits,  at  least 
as  many  as  if  you  joined  the  Army.  Why  don’t 
We  sign  up? 

G.  A.  Diettert,  MD 


D. 


Physician, 
Politician,  and 
Patriot— 1776 


'r.  Joseph  Warren,  born  at  Roxbury,  Mas- 
sachusetts, June  11,  1741,  was  graduated  from 
Harvard  College  in  1759.  He  had  the  typical 
medical  education  of  that  period,  apprentice- 
ship to  an  established  physician — the  first  med- 
ical school  in  the  Col- 
onies not  to  be  estab- 
lished for  another  five 
years.  Dr.  Warren’s 
teacher  was  Dr.  James 
Lloyd,  one  of  two  European-trained  physicians 
in  Boston,  who  had  a large  practice  in  obstet- 
rics, general  medicine,  and  surgery,  and  is  re- 
membered for  introduction  of  ligatures  in  the 
colonies  and  for  promoting  inoculation  for  small- 
pox. Dr.  Warren  learned  how  to  diagnose  and 
treat  by  accompanying  his  master  on  rounds, 
and  how  to  compound  drugs  by  preparing  them 
for  his  master’s  patients.  He  studied  anatomy 
from  a text.  In  1764  he  began  his  own  practice, 
and  he  soon  acquired  a distinguished  reputation 
as  a physician. 

But  the  overpowering  desire  for  freedom  was 
to  thwart  the  professional  career  of  Dr.  Joseph 
Warren.  Outraged  by  the  Stamp  Act,  1765,  he 
plunged  into  the  turbulent  arena  of  colonial 
politics.  He  became  one  of  that  heroic  group  of 
patriots  who  led  the  colonies  into  revolution. 
With  John  Adams,  Samuel  Adams,  and  Josiah 
Quincy  he  planned  the  opposition  to  tyranny, 
and  by  speech  and  writing  he  exhorted  his 
countrymen  to  rebellion.  He  commanded  one  of 
the  three  boarding  parties  at  the  Boston  Tea 
Party,  December  1773 — a physician  and  the  son 
of  a physician  commanding  the  other  two  par- 
ties. He  drafted  the  “Suffolk  Resolves”, 
September,  1774,  urging  forcible  opposition  to 
Great  Britain.  He  was  a member  of  the  first 
three  provincial  congresses,  1774-1775,  and  was 
president  of  the  third.  He  sent  Paul  Revere  and 
William  Dawes  on  horseback  in  the  middle  of 
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the  night  to  arouse  the  citizenry  of  Lexington 
and  Concord.  On  the  morning  of  June  17,  1775, 
Joseph  Warren,  while  awaiting  confirmation  of 
his  commission  as  major-general,  hearing  that 
the  British  had  landed  at  Charlestown,  mounted 
and  rode  over  to  Bunker  Hill.  He  asked  for  the 
place  of  greatest  need  and  danger.  Near  the  end 
of  the  battle,  as  the  Americans  were  retreating, 
he  was  shot  in  the  head  and  instantly  killed. 

Dr.  Joseph  Warren  will  forever  be 
remembered  in  medicine  in  America  through 
contributions  of  his  pupil,  his  younger  brother 
John.  John  Warren  attended  the  wounded  on 
the  field  of  Bunker  Hill,  served  as  a surgeon  in 
the  Continental  Army,  was  the  first  Professor  of 
Anatomy  and  Surgery  of  Harvard  Medical 
School  at  establishment  in  1783,  was  the  first 
president  of  the  Massachusetts  Medical  Society 
in  1804,  and  for  nearly  forty  years  occupied  the 


foremost  place  among  the  surgeons  of  New  Eng- 
land. In  turn,  John  Collins  Warren  was  even 
more  eminent  in  American  medicine, 
succeeding  his  father  as  Professor  of  Anatomy 
and  Surgery  at  Harvard,  founding  the  Massa- 
chusetts General  Hospital,  assisting  in  founding 
the  “New  England  Journal  of  Medicine  and  Sur- 
gery”, prominent  in  establishing  the  American 
Medical  Association,  and,  when  nearly  seventy, 
sponsoring  the  first  public  use  in  surgery  of  ether 
anesthesia.  And  in  turn,  this  Warren  was  fol- 
lowed by  a long  line  of  accomplished  physicians. 

Dr.  Joseph  Warren,  likewise,  will  forever  be 
remembered  in  the  politics  and  government  of 
America  and  in  the  history  of  the  American  Rev- 
olution. The  Bunker  Hill  Monument  stands  on 
the  exact  spot  where  the  enemy  rifle  ball  ended 
his  dedication  to  liberty.  Physician,  Politician, 
Patriot. 


REFERENCES 

Miller.  .John  C.:  Origins  of  the  American  Revolution.  Atlantic-Little  Brown,  194.3. 

Kelly,  Howard  A.:  Cyclopedia  of  American  Medical  Biography.  Vol.  2,  W.  B.  Saunders,  1912, 
Bloom,  Mark:  Medicine  on  the  Eve  of  Revolution.  Medical  World  News,  December  15,  1975. 
Earle  A,  Scott:  Surgery  in  America,  W.  B.  Saunders,  1965. 


OUR  COVER 

The  World  Was  All  Before  Them 

Thoreau  had  stated  the  urgency.  “Westward  I go  free,”  he  had  written,  “let  me  live  where  I will, 
on  this  side  is  the  city,  on  that  the  wilderness,  and  ever  am  I leaving  the  city  more  and  more  and 
withdrawing  into  the  wilderness.  I should  not  lay  so  much  stress  on  this  fact  if  I did  not  believe  that 
something  like  this  is  the  prevailing  tendency  of  my  countrymen.  I must  walk  toward  Oregon  and  not 
toward  Europe.” 

Bernard  DeVoto  described  such  men  as  these  in  “The  Year  of  Decision:  1846”  where  he  wrote: 
“The  mountain  man’s  eye  had  the  Indian’s  alertness,  forever  watching  for  the  movement  of  boughs  or 
grasses,  for  the  passage  of  wild  life  downwind,  something  unexplained  floating  in  a stream,  dust  stir- 
ring in  a calm,  or  the  configuration  of  mere  scratches  on  a cottonwood.  His  ear  would  never  again  hear 
church  bells  or  the  noises  of  a farm,  but  like  the  Indian’s,  was  tuned  to  catch  any  sound  in  a country 
where  every  sound  was  provisionally  a death  warning. 

“.  . . the  back  trail  was  always  there  and  need  only  be  followed  eastward.  Few  ever  took  it.  They 
were,  by  God!  the  mountain  men.  . . . They  had  mastered  the  last,  the  biggest,  and  the  hardest 
wilderness.  Give  any  of  them  a horse  and  a pack  mule,  a half-dozen  traps,  a couple  of  robes,  a bag  of 
possibles,  and  a rifle — and  he  could  live  comfortably  among  privations  that  broke  the  emigrants’ 
spirit  and  safe  among  dangers  that  killed  soldiers  like  flies  in  the  first  frost.  They  had  learned  not 
only  to  survive  the  big  lonesome  but  to  live  there  at  the  height  of  function. 

“.  . . Finally  there  was  the  beauty  of  this  last  wilderness,  added  upon  all  the  unspoiled  natural 
beauties  through  which  the  individual  had  passed  in  his  two  centuries.  The  land  of  little  rain,  the 
Shining  Mountains.  It  was  theirs  before  the  movers  came  to  blemish  it — rivers  flowing  white  water, 
peaks  against  the  sky,  distances  of  blue  mist  against  the  rose-pink  buttes,  the  canyons,  the  forests, 
the  grease-wood  flats  where  the  springs  sank  out  of  sight.  They  were  the  first  to  pass  this  way  and, 
heedless  of  the  eagle’s  wing  which  they  stretched  across  the  setting  sun,  they  stayed  here.  God  had  set 
the  desert  in  their  hearts.” 

Russell  painted  this  representation  of  trappers  heading  west  somewhere  in  Montana  in  1918,  and 
it  is  considered  to  be  particularly  accurate  in  the  detailing  of  costuming  and  equipment. — A.Y. 
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Rabies  in  Montana — 
a review  of  animal  rabies 


and  post-exposure  management  of  human  rabies 


Martin  D.  Skinner,  MD,  Helena,  Montana 


As  skunk  rabies  progresses  westwards 
across  Montana,  knowledge  of  the 
appropriate  management  of  animal  bites 
becomes  increasingly  important. 


Animal  rabies,  especially  in  skunks,  has  become 
more  and  more  prevalent  in  eastern  and  central 
Montana.  The  regular  occurrences  of  rabies  in 
domestic  animals,  as  well  as  the  increasing 
number  of  requests  for  consultation  on  animal 
bites,  persuaded  us  that  a formal  review  of 
animal  rabies  and  post-exposure  treatment  of 
humans  would  be  useful  to  the  practicing  physi- 
cian and  would  lead  to  better  evaluation  of  the 
prevention  and  control  of  rabies  in  this  state. 

This  discussion  will  focus  upon  management 
of  a potentially  exposed  patient.  The  decision  to 
treat  a patient  for  rabies  exposure  rests  on  the 
answers  to  two  distinct  sets  of  questions:  (1)  Is 
the  animal  rabid,  or  likely  to  be  rabid?  and  (2) 
Did  virus  transmission  occur? 

The  Animal 

Distribution  of  rabies  infections  in  Montana 
animals  has  changed  significantly  over  the  past 
decade  (Fig.  1).  Skunk  rabies  had  been  iden- 
tified in  North  and  South  Dakota  many  years 
before  the  first  Montana  case  was  identified  in 
April,  1964.  Since  then,  rabies  in  skunks  has 
been  documented  in  twenty-two  eastern  coun- 
ties (Fig.  2).  Bat  rabies  has  occurred  sporad- 
ically in  many  areas  of  the  state  (Fig.  3),  the 
cluster  in  western  Montana  being  associated 
with  research  activities  of  the  Rocky  Mountain 
Laboratory.  Rabies  in  domestic  animals  (dogs, 
cats,  livestock)  has  a striking  association  with 
the  endemic  skunk  rabies  areas,  but  does  occur 


in  other  places  (Fig.  4).  In  the  United  States, 
sixty-five  per  cent  of  rabies  on  domestic  or  pet 
animals  occurs  in  skunk  endemic  areas.  ^ 

In  Montana,  any  bat  of  any  species  should  be 
considered  rabid,  until  proven  otherwise. 
Through  continual  surveillance  we  know  which 
counties  have  endemic  skunk  rabies,  and  every 
skunk  in  these  counties  is  considered  rabid,  un- 
til proven  otherwise.  Other  considerations  being 
equal,  a skunk  west  of  the  Continental  Divide  is 
considered  non-rabid. 

The  species  of  animal  to  which  the  person 
was  exposed  is  important  in  another  respect. 
One  recent  study  found  that  twenty  per  cent  of 
persons  given  post-exposure  rabies  prophylaxis 
had  been  exposed  to  animals  not  ordinarily 
associated  with  rabies.^  Rabies  is  extremely  rare 
in  rodents  and  lagomorphs  (rabbits  and  hares), 
and  no  human  cases  have  ever  been  associated 
with  these  species.  Unfortunately,  a dispropor- 
tionately large  number  of  these  animals  are 
tested — sixteen  per  cent  of  all  animals  examined 
at  the  Montana  Department  of  Livestock  Vet- 
erinary Diagnostic  Laboratory  were  these 
species.  Post-exposure  treatment  for  bites  of 
these  animals  should  be  considered  or  ad- 
ministered only  under  extremely  unusual  cir- 
cumstances. 

In  addition  to  the  local  prevalence  of  rabies 
and  the  species  of  animal,  the  immunization 
history  of  the  biting  animal  should  be  examined. 
Documentation  of  a valid  immunization  against 
rabies  in  a dog  or  cat  is  very  helpful;  current 
animal  rabies  vaccines  are  highly  effective.  Wild 
animals  should  never  be  immunized  against 
rabies,  and  the  use  of  certain  modified  live-virus 
rabies  vaccines  in  animals  other  than  recom- 
mended species  may  induce  clinical  rabies  in  the 
recipient. 
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ANIMAL  RABIES  BY  COUNTY.  MONTANA,  1965-1974 


Fig.  I.  Animal  Rabies  by  County,  Montana — 1965-1974. 

The  final  aspect  is  the  clinical  status  of  the 
animal.  Much  talk  is  generated  by  the  terms 
“provoked”  or  “unprovoked”.  If  used  at  all,  the 
term  “provoked”  should  reflect  the  animal’s 
behavior,  rather  than  the  human  observer’s 
speculation.  Many  dogs  are  playful,  and  an  un- 
expected bite  may  easily  occur.  Some  breeds  are 
naturally  high-strung,  and  biting  and  irritability 
are  not  unusual.  If  the  biting  animal  had  not 
been  threatened  but  acted  aggressively,  this 
would  be  an  “unprovoked”  attack.  A very  im- 
portant observation  is  a recent,  definite  change 
in  behavior  patterns,  e.g.  an  aggressive  guard 
dog  who  suddenly  becomes  friendly  to  strangers. 
Similarly,  the  absence  of  fear  in  wild  animals  is 
abnormal,  and  could  be  the  result  of  rabies.  A 
veterinarian  should  be  consulted  about  normal 
or  abnormal  behavior. 

A wild  animal  biting  or  otherwise  exposing  a 
person  to  the  possibility  of  rabies  should  be  cap- 
tured, killed  by  any  method  that  does  not 
destroy  the  head  (i.e.,  don’t  shoot  it  in  the  head) 
and  submitted  for  examination.  Domestic 
animals  or  pets  with  no  immunizations  and  un- 
usual behavior  should  be  sacrificed  and  ex- 
amined, when  clinical  illness  or  other  circum- 
stances strongly  suggest  the  presence  of  rabies. 
Otherwise,  a ten  day  quarantine  period  is 
satisfactory.  Laboratory  studies  in  dogs  and  cats 
have  demonstrated  that  rabies  virus  appears  in 
the  saliva  around  the  onset  of  clinical  illness.^  A 
dog  or  cat  that  is  still  healthy  six  or  seven  days 
after  the  biting  incident  almost  certainly  did  not 
have  rabies  at  the  time  of  the  bite.  Again,  a vet- 
erinarian’s advice  can  be  extremely  valuable  in 
assessing  the  clinical  status  of  the  animal. 

Although  clinical  status  can  be  very  helpful 
in  decision  making,  laboratory  examination  of 


SKUNK  RABIES  BY  COUNTY.  MONTANA.  1965-1974 


Fig.  2.  Skunk  Rabies  by  County,  Montana — 1965-1974. 

the  animal’s  brain  is  even  more  valuable.  Two 
laboratory  diagnostic  procedures  are  used  at  the 
Montana  Department  of  Livestock’s  Veterinary 
Diagnostic  Laboratory  (VDL)  in  Bozeman.  The 
fluorescent  antibody  (FA)  test  is  performed  im- 
mediately on  specimens  of  brain  tissue,  and  an 
answer  can  be  obtained  in  twenty-four  hours 
after  receipt  of  the  animal  head.  The  FA  test  is 
highly  reliable,  and  has  replaced  the  Negri  Body 
examination,  an  older  and  less  reliable  proce- 
dure. If  the  VDL  knows  that  a human  exposure 
is  involved,  a suspension  of  that  animal’s  brain 
tissue  is  inoculated  into  mice.  The  mice  are 
observed  daily  for  twenty-eight  days  for  signs  of 
illness  before  the  test  is  called  negative. 

Transmission  of  Virus 

Answers  to  the  second  set  of  questions  in- 
dicate whether  virus  transmission  occurred.  If 
the  animal  is  not  rabid,  there  is  no  need  to  pro- 
ceed further  in  your  analysis. 

Virus  is  transmitted  by  inoculation  or 
otherwise  delivered  through  the  skin,  or  on  mu- 
cous membranes.  If  the  saliva  did  not  come  in 
contact  with  a fresh  wound  (less  than  24  hours 
old)  or  a mucous  membrane,  then  no  exposure 
occurred  and  no  rabies  treatment  is  necessary. 
The  virus  is  rapidly  inactivated  by  air,  cold,  or 
light  outside  a warm  body,  often  within  min- 
utes. In  one  instance,  a young  boy,  when  check- 
ing the  chicken  coup,  was  attacked  by  a skunk. 
The  skunk  put  its  front  legs  around  the  boy’s  leg 
and  started  to  bite  into  the  trousers.  The  boy 
kicked  and  the  skunk  was  knocked  off.  On  close 
examination  in  the  physician’s  office,  no  bites, 
scratches,  or  scrapes  could  be  found.  No  treat- 
ment was  ordered  even  though  the  skunk  brain 
was  FA  positive  for  rabies  virus.  (The  boy  is 
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BAT  RABIES  BY  COUNTY,  MONTANA,  1965-1974 


RABIES  IN  DOMESTIC  LIVESTOCK  BY  COUNTY,  MONTANA,  1965-1974 


Fig.  3.  Bat  Rabies  by  County,  Montana — 1965-1974. 

alive  and  well,  six  months  later.)  On  the  other 
hand,  an  offered  hand  with  fresh  cuts  licked  by  a 
rapid  dog,  should  be  considered  an  exposure 
capable  of  transmitting  virus. 

The  species  of  animal  may  be  important. 
Rabid  skunks  have  extremely  high  levels  of  virus 
in  the  saliva,  as  compared  to  rabid  dogs,  foxes, 
cats,  or  bats.  Rabid  cattle  apparently  have  very 
low  titers  of  virus  in  saliva. 

The  probability  of  infection  also  relates  to 
the  severity  of  the  wound.  Wounds  or  bites  on 
the  head,  neck,  face,  shoulders,  and  hands  are 
more  likely  to  result  in  rabies  infection  than 
wounds  of  similar  extent  on  the  trunk  or  legs. 
Bites  through  clothing  (but  which  still  puncture 
the  skin)  appear  to  reduce  the  severity  of  ex- 
posure by  cleansing  the  animal’s  teeth  of  infec- 
tious saliva.  The  incubation  period  generally  is 
inversely  proportional  to  the  dose  of  virus 
rekved,  and  directly  proportional  to  the 
anatomic  distance  between  the  wound  and  the 
central  nervous  systems.  The  common  incuba- 
tion period  is  20  to  60  days,  ranging  15  days  to 
one  year.  Thorough  cleansing  of  the  wound  with 
water  and  soap  immediately  following  injury, 
followed  by  thorough  rinsing  and  the  use  of  a 
virucidal  agent,  such  as  quartenary  ammonium 
compounds,  is  important  in  removing  “loose” 
virus  and  infectious  saliva  from  the  wound. 

Previous  antirabies  immunization  is  an 
effective  preventive  measure,  and  is  recom- 
mended for  persons  at  high  occupational  risk, 
such  as  animal  handlers,  veterinarians,  wildlife 
biologists,  and  technicians  in  laboratories  work- 
ing with  rabies  virus  or  wild  animals.  A history 
of  previous  immunization  will  influence  the 
number  of  doses  of  vaccine  to  be  administered, 
but  not  the  decision  to  treat. 


Fig.  4.  Rabies  in  Domestic  Livestock  by  County.  Mon- 
tana—1965-1974. 


Post-Exposure  Management 

A decision  should  be  made  without  undue 
delay,  but  without  neglecting  necessary 
available  information.  Unfortunately,  a number 
of  patients  wait  for  several  days  before  going  to  a 
physician.  We  need  to  continually  remind 
patients  to  present  them  immediately  after  an 
animal  exposure,  not  days  or  weeks  later.  Some- 
times it  is  advisable  to  wait  for  an  FA  test  result 
on  an  animal  head,  sometimes  it  is  not, 
depending  on  the  likelihood  of  transmission 
and/or  rabies  in  the  animal. 

There  has  been  no  human  rabies  death  in 
Montana  for  at  least  three  decades.  Probably 
twenty  to  thirty  Montanans  each  year  receive 
antirabies  prophylaxis.  The  following  sum- 
maries of  three  recent  human  rabies  deaths  in 
the  United  States  illustrate  problems  in  post- 
exposure prophylaxis. 

CASE  REPORTS 

Case  1.  On  November  8,  1974,  a 60-year-old  farmer  and 
part-time  animal  trapper  from  northwestern  Minnesota  in- 
curred an  unprovoked  bite  of  his  left  finger  by  a stray  cat. 
The  cat  escaped  and  was  never  found.  The  wound  was 
washed  with  soap  and  water.  Subsequent  cellulitis  of  the 
finger  was  treated  with  antibiotics  and  tetanus  toxoid.  On 
November  29,  a 14-daily  dose  course  of  DEV  was  begun,  and 
the  course  was  completed.  On  January  1,  1975,  the  patient 
experienced  gradual  onset  of  malaise,  generalized  myalgias, 
fever,  and  cough,  followed  over  the  next  few  days  by  anxiety, 
increased  hyperexcitability,  personality  changes,  and  a 
choking  sensation  when  attempting  to  drink  fluids.  He  died 
on  January  15,  1975,  and  the  diagnosis  of  rabies  was  con- 
firmed by  direct  fluorescent  staining  of  brain  tissue.  Rabies 
neutralizing  antibody  was  present  in  a titer  of  1:8  on  Jan- 
uary 11.^ 

Case  2.  On  September  7,  1973,  a 26-year-old  Kentucky  man 
developed  paresthesias  and  pain  in  his  ears,  headache,  sore 
throat  and  anorexia.  Subsequent  examination  upon  hospital 
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Fi^.  5.  Rabies — Reported  Cases  in  Humans  by  Year,  1950- 

i974.  Fig.  6.  Rabies — Reported  Cases  in  Wild  and  Domestic 

Animals  by  Year.  United  States,  1953-1974. 


admission  disclosed  nuchal  rigidity,  fever  of  105°F.,  a posi- 
tive straight  leg  raising  test,  drooling  of  oral  secretions, 
pharyngeal  spasms,  and  spontaneous  flexion  and  extension 
of  all  extremities.  On  September  15,  1973,  after  successful 
cardio-pulmonary  resuscitation  had  been  performed,  his 
family  reported  that  a month  earlier,  while  sleeping,  he  had 
been  bitten  by  a bat  on  the  right  lip.  The  bat  could  not  be 
captured,  and  no  medical  care  was  sought.  The  diagnosis  of 
rabies  was  confirmed  by  virus  isolation,  and  the  patient  died 
on  September  22,  1973.'’ 


Case  3.  On  June  23,  1970,  approximately  at  noon  a 4-year- 
old  South  Dakota  boy  was  bitten  by  a striped  skunk  in  his 
backyard.  The  skunk  escaped,  and  the  child  was  found  to 
have  two  bite  wounds  on  the  arm  and  multiple  scratches 
around  the  child’s  face.  Approximately  4 hours  after  the 
bite,  the  child  received  0.5  ml  of  DEV  and  9 hours  after  the 
bite,  received  1,000  units  of  equine  antirabies  serum  I.M.  No 
antirabies  serum  was  infiltrated  at  the  site  of  the  wounds. 
Over  the  next  14  days  the  child  received  a daily  1 ml  dose  of 
DEV.  Urticarial  reactions  on  the  10th  and  11th  days  were 
treated  with  4 mg  of  decadron  each  day,  in  addition  to  the 
DEV.  The  child  felt  well,  except  for  the  urticarial  reactions 
until  July  20  (33  day  incubation  period),  when  lethargy  and 
low-grade  fever  developed.  He  died  August  2,  1970,  and  the 
diagnosis  or  rabies  was  confirmed  by  post-mortem  studies.® 

Post-exposure  rabies  prophylaxis  has 
changed  little  over  the  past  years.  Recom- 
mended therapy  includes  (1)  local  therapy  of 
wounds  with  water,  soap,  and  virusidal  com- 
pounds, (2)  passive  immunization  with  hyper- 
immune antirabies  globulin  or  serum,  and  (3) 
active  immunization  with  DEV. 

The  pathogenesis  of  rabies  infection  provides 
the  rationale  for  post-exposure  management. 
Following  inoculation  of  rabies  virus  through  the 
skin,  the  virus  persists  for  hours  to  a few  days  in 
the  area  of  the  wound,  before  entering  the 
peripheral  nerves.  Scattered  reports  of  ex- 
perimental studies  suggest  that  occasionally 
virus  may  be  isolated  from  the  blood,  but  in 
general,  virus  is  not  present  in  the  blood,  and 
spread  to  the  CNS  is  via  peripheral  nerves. 


Perhaps  the  most  critical  step  in  post- 
exposure prophylaxis  is  immediate  wound  care. 
Copious  flushing  of  the  wound  with  water  and 
cleansing  with  soap,  as  with  any  potentially  con- 
taminated wound,  can  be  performed  by  the 
patient  and  certainly  by  the  physician  or  nurse. 
The  wound  should  be  additionally  flushed  with 
solutions  of  known  viricidal  agents,  such  as  the 
quarternary  ammonium  compounds.  Soap  will 
neutralize  these  compounds  and  must  be 
thoroughly  washed  out  before  applying  them, 
lodophors  are  also  effective,  but  tend  to  be  irri- 
tating. As  with  any  wound,  tetanus  prophylaxis 
must  be  considered,  in  addition  to  possible 
bacterial  infection.  Immediate  and  thorough 
local  cleansing  of  all  bite  wounds  and  scratches 
may  be  one  of  the  most  effective  means  of 
preventing  rabies. 

Tbe  next  step  is  administration  of  hyper- 
immune antirabies  serum — passive  immuniza- 
tion. Human  origin  serum  is  preferable,  because 
of  tbe  lack  of  allergic  reactions;  unfortunately, 
the  cost  is  still  very  high,  around  $175  for  a lOcc 
vial.  Karliner  and  Belaval  (1965)  documented 
the  high  risk  of  serum  sickness  reaction  in 
patients  treated  with  equine  origin  antirabies 
serum,  the  ocurrence  being  16.3  per  cent  of  all 
patients,  and  46.3  per  cent  of  persons  over  age 
15.^  Both  human  and  equine  origin  products  are 
probably  effective  when  properly  used.  The  pur- 
pose of  passive  immunization  with  hyper- 
immune serum  is  to  neutralize  any  extra-neutral 
virus,  not  to  immunize  the  individual.  The  rec- 
ommended doses  by  weight  should  be  given,  20 
lU/lb  of  equine  serum  or  1.09  lU/lb  of  the 
human  origin  product.  One-third  to  one-half  the 
dose  should  be  used  to  infiltrate  the  wound — we 
generally  suggest  one-half.  The  remainder  is 
given  intra-muscularly.  Optimally,  hyper- 
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immune  serum  should  be  given  within  hours  of 
wound  occurrence  as  the  effectiveness  of  this 
therapy  declines  with  time.  However,  regardless 
of  the  time  elapsed,  we  recommend  that  serum 
should  be  given. 

Active  immunization  is  next,  and  it  is 
currently  accomplished  by  the  administration  of 
Rabies  Duck  Embryo  Vaccine,  DEV.  Rabies 
Neurotropic  Vaccine  (NTV)  can  be  obtained  for 
persons  strongly  allergic  to  egg  protein,  but  it  is 
not  generally  available.  Also,  a new  as-yet- 
unlicensed  vaccine  made  in  WI-38  tissue  culture 
may  soon  be  available,  and  studies  to  date  have 
demonstrated  a dramatic  increase  in  potency 
compared  with  DEV  and  a minimal  incidence  of 
reactions. 

The  best  available  therapy  is  21  doses  of 
DEV  with  boosters  at  10  and  20  days  after  com- 
pletion of  the  series.  DEV  may  be  administered 
as  21  consecutive  daily  doses  or  as  a double  dose 
daily  for  the  first  7 days  and  single  dose  daily  for 
the  second  7 days.  Subcutaneous  administration 
is  recommended. 

This  recent  change  from  the  14  day  recom- 
mendation was  premised  on  review  of  several 
aspects.  First,  the  administration  of  hyper- 
immune serum  can  be  expected  to  diminish  im- 
munologic responsiveness,  and  a larger  antigen 
dose  balances  this  suppression.  Experimental 
studies  confirm  this  suppression,  and  human 
origin  serum  is  much  more  likely  to  produce  it. 
Second,  there  has  been  one  patient  (1964)  who 
received  the  recommended,  optimal  therapy  of 
the  time,  including  14  doses;  he  had  been  bitten 
several  times  on  the  face  by  a rabid  dog  in  Mo- 
rocco, and  developed  clinical  rabies  89  days 
later.  Eighty-nine  days  should  have  been  long 
enough  for  the  therapy  to  be  successful. 

The  serious,  neuroparalytic  reactions  to  DEV 
have  been  estimated  to  occur  at  a rate  of  1 per 
25,000,  with  1 death  reported  for  225,000  in- 
dividuals treated.  These  reactions  for  NTV  are 
reported  from  1 per  600  to  1 per  1,400  to  1 per 
4,000-8,000,  with  death  occurring  in  1 of  35,000 
treated.  There  is  no  question  that  DEV  carries  a 
significantly  lower  risk  of  neurologic  reactions 
than  NTV.  These  figures  also  indicate  that  neu- 
rologic reactions  are  relatively  rare  even  with 
DEV. 

Local  reactions  or  minor  systemic  reactions 
are  fairly  common  and  can  be  treated  sympto- 
matically. Uticarial  reactions  may  be  treated 
with  antihistamines.  The  use  of  corticosteroids 


during  the  course  of  active  immunization 
appears  to  carry  a significant  risk  of  interfering 
with  immunization  and/or  precipitating  clincial 
rabies — such  use  should  be  reserved  probably 
only  for  serious  neuroparalytic  reactions  to  im- 
munization. 

Discussion 

By  now,  it  should  be  clear  that  each  of  the 
three  cases  presented  did  not  receive  optimal 
post-exposure  management.  The  first  patient 
received  no  hyper-immune  serum,  and  the 
course  of  DEV  was  delayed  and  inadequate.  The 
second  patient  never  sought  medical  attention, 
for  a highly  suspect  animal  exposure.  The  third 
patient  did  not  receive  wound  therapy  with 
hyperimmune  serum,  and  the  substantial  doses 
of  corticosteroids  most  likely  suppressed  his  im- 
mune response  to  DEV. 

Some  patients  do  not  develop  adequate 
rabies  neutralizing  antibody  titers  from  the 
series  of  21  doses  of  DEV,  and  it  has  been 
suggested  that  this  vaccine  failure  leads  to 
clinical  failure.  In  the  clinical  cases  in  this 
country  other  factors  have  been  associated  with 
the  failure  of  post-exposure  prophylaxis,  and 
most  students  of  rabies  believe  that  the  lack  of 
detectable  antibody  response  is  a relatively 
minor  factor  in  the  patient  developing  clinical 
rabies.  Nevertheless,  we  recommend  that  the 
patient’s  serum  be  tested  for  rabies  neutralizing 
antibody  titer  at  the  end  of  the  21-dose  series.  In 
Montana,  these  tests  are  done  through  the  Mi- 
crobiology Laboratory,  State  Department  of 
Health  and  Environmental  Sciences,  Capitol 
Station,  Helena,  Montana  59601. 

The  reduction  or  elimination  of  human  ex- 
posure to  rabies  over  the  past  few  decades  has 
influenced  the  dramatic  reduction  in  human 
rabies  deaths  far  more  than  improvements  in 
the  biologies  and  post-exposure  management 
(Fig.  5).  The  recognition  in  the  1940’s  and  1950’s 
that  most  of  the  human  cases  came  from  rabid 
dogs  and  cats  lead  to  the  development  of  effec- 
tive animal  vaccines  and  to  the  emphasis  on 
community  stray  dog  control.  These  measures, 
systematically  applied,  have  virtually 
eliminated  the  reservoir  of  rabies  in 
domesticated  animals  (Fig.  6)  and  placed  a 
significant  barrier  in  the  route  of  transmission 
from  wildlife  reservoirs  to  domestic  animals  to 
man.  The  parallelism  between  the  reduction  of 
rabies  in  domestic  animals  and  the  reduction  of 
rabies  in  man  is  far  from  coincidence.  Rabies  has 
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not  been  eliminated  from  the  United  States,  and 
the  continuing  application  of  these  measures 
constitutes  the  best  protection  available  to  the 
general  public,  especially  in  areas  of  endemic 
skunk  rabies.  These  measures  have  furthermore 
proven  to  be  far  more  effective  than  attempting 
to  eradicate  the  wildlife  reservoir. 

The  control  of  rabies  in  wildlife  is  difficult,  if 
not  impossible.  There  are  serious  technical 
problems,  and  there  are  also  political  and  en- 
vironmental questions  about  the  use  of  poisons 
and  the  desirability  of  eradicating  a particular 
species.  In  Montana,  selective  population  reduc- 
tion activities  have  been  pursued  for  a number 
of  years;  the  placement  of  poisoned  eggs  by 
trained  personnel  within  a 3 mile  radius  of  a 
known  animal  case  will  kill  some  skunks  (rabid 


or  not)  and  perhaps  reduce  the  risk  in  that  area, 
but  has  not  stopped  the  progression  of  skunk 
rabies  across  the  state. 

Finally,  another  important  element  of  Mon- 
tana’s program  has  been  public  education 
regarding  the  risk  of  exposure  from  wild 
animals,  the  importance  of  immunizing  pets, 
and  the  advantages  of  stray  dog  control.  The 
protection  of  the  community  against  human 
rabies  may  ultimately  rest  as  much  with  the 
community’s  understanding  and  motivation  as 
with  trained  medical  personnel.  • 
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Gliomas  in  the  family 


Neil  I.  Meyer,  MD,  and  Jess  T.  Schwidde,  MD,  Billings,  Montana 


Gliomas  in  two  young  sisters  may 
be  coincidental  or  genetic. 


In  1955,  MUNSLOW  and  hill*  reported  the  occur- 
rence of  gliomas  in  two  brothers  and  a nephew 
and  reference  was  made  to  a few  accounts  of 
similar  multiplicity.  In  1928,  Leavitt^  recorded 
the  occurrence  of  cerebellar  tumors  in  identical 
twins.  Also  in  1928,  gliomas  in  twins  were 
reported  by  Joughin.®  The  latter  report  also 
referred  to  a paper  by  Besold  in  1896  of  brain 
tumors  in  two  sisters  age  11  and  26,  as  well  as  a 
1918  report  by  Bohmig  of  tumors  in  a brother 
(23)  and  sister  (38).  In  1919  Hoffman  reported 
brain  tumors  in  two  brothers  aged  33  and  48. 

The  usual  peak  age  incidence  in  gliomas  is  40 
to  60  years.  We  wish  to  report  on  gliomas  occurr- 
ing in  two  sisters,  aged  10  and  20. 

CASE  REPORTS 

Case  1.  A previously  healthy  10-year-old  white  female  was 
admitted  to  St.  Vincent’s  Hospital  on  4 June,  1970  following 
several  left-sided  seizures.  There  was  no  previous  history  of 
similar  episodes  in  the  patient  or  family.  Past  history  was 
non-contributory.  Seizures  were  controlled  with  intravenous 
Amytal.  Transient  left  hemiparesis  was  present  and  fun- 
duscopic  examination  was  normal.  Brain  scan  and  skull  x- 
rays  were  normal.  EEC  was  abnormal  with  focal  right-sided 
and  bifrontal  slowing.  Lumbar  puncture  at  admission 
showed  pressure  of  240  mm.  with  a protein  of  24  and  1 
W.B.C.  Right  carotid  angiogram  was  considered  normal. 
The  patient  was  treated  with  anticonvulsants  and  dis- 
charged. There  was  no  further  seizure  activity. 

She  was  readmitted  on  14  December  1970  because  of 
recent,  increasingly  severe  headaches.  Examination  now  dis- 
closed a left  central  type  facial  paresis  and  left  hemiparesis 
with  an  increase  of  deep  tendon  reflexes  on  the  left.  Plantar 
responses  were  flexion.  There  was  bilateral  papilledema  with 
retinal  hemorrhage  on  the  right  on  funduscopy.  Right 
carotid  angiogram  was  repeated;  an  avascular  mass  wasevi- 
dent  in  the  mid  to  posterior  temporal  region,  and  there  was 
shift  of  the  anterior  cerebral  artery  and  the  internal  cerebral 
vein  to  the  left. 


At  surgery  a partial  right  temporal  lobectomy  was  per- 
formed. Pathologic  diagnosis  was  Astrocytoma,  Grade  III. 
The  patient  was  discharged  on  the  7th  post-operative  day 
and  as  an  outpatient  received  5000  Rads,  to  the  cranium. 

In  April  1971,  a second  procedure  was  performed  because 
of  a false  meningocele.  The  patient  was  otherwise  well.  She 
was  last  seen  on  30  April  1971.  She  returned  to  school.  On  25 
May  1971,  the  patient  suddenly  expired  in  her  sleep  at 
home. 

Case  2.  On  30  October  1975  the  20-year-old  sister  of  Case  1 
was  admitted  to  St.  Vincent’s  Hospital.  She  was  a college 
student,  in  good  health.  On  that  day,  while  eating  lunch,  she 
had  a focal  right-sided  seizure,  which  then  became 
generalized.  She  is  left-handed.  At  post-ictal  examination 
there  was  a right  central  type  facial  paresis  and  a right 
hemiparesis.  The  plantar  response  was  extension  on  the 
right.  Fundi  were  normal.  There  was  marked  dysphasia.  She 
had  been  on  birth  control  medication  up  to  a few  weeks  prior 
to  this  illness. 

Skull  x-rays  were  interpreted  normal.  Brain  scan  was 
suggestive  of  infarction  pattern  in  the  left  anterior  parietal 
region.  Left  carotid  angiogram  showed  an  apparent  occlu- 
sion of  a posterior  opercular  branch  with  the  suggestion  of 
some  surrounding  swelling;  there  was  no  shift  of  the  arteries 
or  veins.  Physical  therapy  was  started  and  anticonvulsants 
administered. 

On  the  7th  day  after  admission,  she  had  several  con- 
vulsions, focal  in  nature,  and  following  this  seemed  more  ob- 
tunded.  She  became  more  alert  after  receiving  intravenous 
Mannitol  and  Decadron.  Approximately  8 hours  after  this 
episode,  a repeat  angiogram  showed  shift  of  the  anterior 
cerebral  artery  and  internal  cerebral  vein  to  the  right.  Stain- 
ing of  tumor  was  now  evident  in  the  anterior  parietal  region. 
On  the  same  day,  a craniotomy  demonstrated  an  intra- 
cerebral hematoma.  The  brain  tissue  in  the  parietal  area  was 
soft.  Internal  decompression  was  done.  Specimens  from  the 
anterior  parietal  area  and  from  the  wall  of  the  hematoma, 
which  was  deep  in  the  posterior  frontal  lobe,  showed 
tumor — Glioblastoma  Multiforme.  The  patient  recovered 
from  the  surgery  but  not  from  the  neurologic  impairment.  At 
the  present  time  she  is  receiving  radiation  therapy. 

The  father  of  these  sisters  died  of  carcinoma  of  the  lung. 
A paternal  aunt  had  scirrhous  carcinoma  of  the  breast.  A 
paternal  second  cousin,  age  5,  has  a metastatic,  undifferen- 
tiated small  cell  carcinoma  in  the  paranasal  area. 

Discussion 

The  occurrence  of  gliomas  in  families  is  ap- 
parently relatively  rare  considering  that  gliomas 
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are  the  most  common  type  of  primary  brain 
tumor.  One  might  anticipate,  merely  by  coin- 
cidence, this  tumor  would  present  itself  more 
frequently  with  a familial  pattern.  Such  may  ac- 
tually be  true,  and  it  may  be  that  cases  in 
families  are  not  reported. 

In  our  patients  the  tumors  occurred  at  an 


earlier  age  than  is  usual  for  gliomas.  Consider- 
ing this  factor  of  age  and  the  similar  malignancy 
occurring  in  these  sisters,  there  is  question  of  a 
possible  genetic  factor  is  this  family.  There  are 
four  other  siblings,  and,  at  present,  all  are  ap- 
parently well.  • 
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Chest  pain  with  a difference 

The  feminine  mystique 

W.  Stanley  Wilson,  MD,  Missoula,  Montana 


Accumulating  angiographic  information 
suggests  that  rules  developed  from 
experience  with  male  patients  may  not 
apply  to  the  female. 


Unique  problems  in  the  diagnosis  and  assess- 
ment of  chest  pain  in  the  female  have  recently 
been  appreciated.  This  report  examines  this 
problem  in  thirty-six  consecutive  female 
patients  with  chest  pain-related  problems  who 
underwent  coronary  angiography  and  left 
ventricular  angiography  during  the  first  year  of 
operation  of  a community  hospital  catheteriza- 
tion laboratory. 

Material  and  methods 

Of  261  patients  undergoing  cardiac 
catheterization  during  the  first  year  of  operation 
of  the  catheterization  laboratory  at  St.  Patrick 
Hospital  in  Missoula,  Montana,  54  were  females 
and  36  of  these  were  studied  for  the  diagnosis 


and  management  of  chest  pain-related 
problems.  Twenty-six  of  the  36  underwent 
treadmill  examination  by  the  standard  Bruce 
protocol  prior  to  angiographic  study.  In  most  of 
those  who  did  not  have  treadmill  studies,  the 
angiography  was  performed  in  the  setting  of  rest 
pain.  One  mm.  depression  of  the  ST  segment 
beyond  control  with  a slope  of  zero  or  less  than 
zero  was  considered  a positive  test.  V5  and  AVF 
were  recorded.  Angiography  was  performed  by 
standard  technics  and  multiple  views  of  each 
coronary  artery  were  obtained,  as  well  as  RAO 
and  LAO  views  of  each  ventricle.  Narrowing  of  a 
coronary  artery  of  50  per  cent  or  greater  was 
regarded  as  significant. 

Typical  angina  was  defined  as  exertionally 
related  substernal  distress  lasting  for  minutes 
and  relieved  by  rest.  Patients  with  atypical 
features  but  whose  history  was  compatible  with 
angina  were  categorized  as  “atypical  angina”. 
Patients  with  chest  pain  lacking  anginal 
features  were  categorized  as  “doubtful  angina”. 
The  following  cases  illustrate  the  difficulties  en- 
countered. 
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TABLE  1 


TABLE  2 


Symptoms  and  angiographic  findings  in  47  female  patients 


Symptom 

Number 

CAD 

No  CAD 

Typical  Angina 

16 

9 

7 

Atypical  Angina 

12 

5 

7 

Doubtful  Angina 

7 

0 

7 

No  pain 

1 

0 

1 

Previous  MI 

11 

9 

2 

Treadmi 1 1 

Angiography 

Result 

Number 

CAD 

No  CAD 

Positive 

14 

9 

S* 

Negative 

12 

1 

11 

* 

2 had  prolapse 

mitral 

valve 

TABLE  3 


CASE  REPORTS 

Case  1:  a 59-year-old  female  had  a five  year  history  of  chest 
pain  described  as  retrosternal,  “heavy”,  “stretching”, 
“tight”,  lasting  for  hours,  not  related  to  exertion.  The  ques- 
tion of  heart  disease  was  raised  by  at  least  one  physician. 
There  were  subsequent  visits  to  multiple  physicians  and 
clinics  in  many  cities,  usually  with  a diagnosis  of  functional 
chest  pain.  There  were  additional  complaints  of  fatigue,  diz- 
ziness and  weakness.  She  was  taking  many  medications. 

On  physical  examination  there  was  a late  systolic  click 
associated  with  a late  systolic  murmur.  Resting  ECG  was 
normal  with  occasional  PAC’s.  Treadmill  to  normal  func- 
tional capacity  with  1.0  mm.  flat  ST  depression  in  V5  and 
AVF  was  considered  positive.  Echocardiogram  suggested 
prolapse  of  the  posterior  leaflet. 

Mitral  prolapse  was  explained  to  the  patient.  She  was 
given  strong  reassurance  and  a trial  of  Inderal.  She  remained 
apprehensive  and  continued  to  have  symptoms.  Ultimately 
catheterization  was  performed.  Prolapse  of  the  posterior 
leaflet  of  the  mitral  valve  was  demonstrated  with  normal 
coronary  anatomy. 

Case  2:  A 51-year-old  white  female  nurse  for  several  months 
complained  of  left  scapular  aching  occurring  with  exertion 
and  relieved  after  minutes  by  rest.  Thirty-six  hours  before 
admission  she  awakened  with  fullness  in  the  epigastrium 
and  retrosternum  associated  with  dyspnea  and  aching  of  the 
left  scapula,  radiating  to  the  medial  aspect  of  the  left  arm. 
Similar  episodes  occurred  during  the  next  day.  A final 
episode  occurred  with  walking  and  was  associated  with  near 
syncope. 

Physical  examination  was  negative.  An  ECG  taken 
shortly  after  this  episode  showed  1.0  mm.  flat  ST  depression 
in  II.  Ill  and  AVF  with  biphasic  T waves.  A few  hours  later 
with  resolution  of  her  symptoms,  her  ECG  had  returned  to 
normal.  Enzymes  were  negative.  Catheterization  performed 
the  following  day  demonstrated  normal  coronary  anatomy, 
again  with  prolapse  of  the  posterior  leaflet  of  the  mitral 
valve. 

Case  3:  A 46-year-old  female  had  two  admissions  to  cor- 
onary care  units  in  the  course  of  four  months  for  one  hour 
episodes  of  heavy  retrosternal  pain.  There  were  no  exertional 
symptoms.  Physical  examination  was  negative.  Treadmill 
demonstrated  30'!'  functional  aerobic  impairment  and  1.0 
mm.  flat  ST  depression  in  AVF.  Coronary  angiography  and 
late  ventricular  angiography  were  normal.  No  prolapse  of 
the  mitral  valve  was  demonstrated. 

Case  4:  A 63-year-old  female,  gave  a twelve  year  history  of 
chest  pain  classic  for  angina  pectoris — “tightness”, 
“constriction”  in  the  retrosternum,  radiating  to  the  left  arm, 
precipitated  by  exertion  or  emotion  and  relieved  after  min- 
utes by  rest.  Episodes  were  associated  with  dyspnea  and  oc- 
casionally associated  with  nausea  and  diaphoresis.  She  was 
limited  in  such  activities  as  dancing  and  carrying  groceries. 


Further  features  in  patients  with  positive  treadmills 


CAD 

2 mm.  ST  depression  1 

Persistence  of  ST 
change  to  4 minutes 
of  recovery  8 

FAI  +20%  or  more  5 

Typical  pain  during 
treadmill  excercise  7 

History  of  typical 
angina  6 


True  CAD  lacking 
No  CAD  this  feature 


There  was  one  hospitalization  for  prolonged  chest  pain  with 
negative  enzymes.  Resting  ECG  was  normal  with  1.0  mm. 
flat  ST  depression  after  exercise  in  V5.  Past  history  included 
hypertension,  hypercholesterolemia,  and  one  pack  per  day 
cigarette  smoking.  Physical  examination  was  negative. 
Coronary  anatomy  and  left  ventricular  anatomy  were  nor- 
mal by  angiography. 

Case  5:  A 44-year-old  female  had  a well  documented  inferior 
wall  myocardial  infarction  eight  months  before  evaluation. 
There  was  a six  month  history  of  retrosternal  burning  chest 
pain  lasting  for  minutes  to  hours,  not  associated  with  exer- 
tion, often  awakening  the  patient  from  sleep.  On  one  occa- 
sion ten  days  before  study,  the  pain  was  severe  and  “just  like 
when  I had  my  heart  attack”. 

Physical  examination  was  negative.  Upper  GI  series  and 
gallbladder  x-ray  were  normal.  Resting  ECG  showed  old  in- 
ferior wall  MI.  Treadmill  testing  to  normal  functional 
capacity  without  pain  showed  1.0  mm.  flat  ST  depression  in 
V5.  Coronary  angiography  demonstrated  severe  three  vessel 
coronary  artery  disease  with  total  occlusion  of  the  right  and 
95  per  cent  occlusion  of  the  left  anterior  descending  proximal 
to  the  first  septal  perforator.  Minimal  inferior  wall 
hypokinesis  was  noted  in  an  otherwise  normal 
ventriculogram. 

Three  vein  bypass  grafts  were  placed  and  the  patient  has 
subsequently  done  well. 

Results 

Angiographic  findings  in  relation  to  chest 
pain  symptomatology  are  seen  in  Table  1.  Of 
sixteen  patients  with  typical  angina  pectoris, 
nine  had  coronary  artery  disease,  and  seven  had 
normal  coronaries.  Only  five  of  twelve  patients 
with  atypical  angina  had  coronary  artery  disease 
and  no  patients  with  doubtful  angina  were  found 
to  have  coronary  disease.  In  eleven  patients  rest- 
ing ECG  suggested  old  myocardial  infarction. 
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Nine  of  these  patients  had  coronary  disease, 
but  in  two  normal  coronaries  were  found. 
One  of  these  patients  was  an  unusual  woman 
with  atypical  chest  pain  who  met  vectorcar- 
diographic  criteria  for  anterior  wall  infarction 
and  who  developed  left  bundle  branch  block 
with  treadmill  exercise;  her  totally  normal 
catheterization  study  is  unexplained.  In  the 
other  patient  with  anterior  infarction  by 
electrocardiogram  and  normal  coronaries,  severe 
diffuse  hypokinesis  characteristic  of  car- 
diomyopathy was  present. 

Of  the  twenty-six  patients  who  had  a tread- 
mill examination,  fourteen  were  positive  and  12 
were  negative  Table  2.  Of  the  fourteen  positives, 
nine  (64%)  had  coronary  disease,  but  five  (36%) 
had  normal  coronary  anatomy.  In  two  of  these 
five,  mitral  prolapse  was  seen.  Of  the  twelve 
with  negative  treadmill,  one  (8%)  was  found  to 
have  coronary  artery  disease.  In  this  woman 
three  vessel  coronary  artery  disease  was 
demonstrated  six  weeks  after  a negative  tread- 
mill, at  which  time,  she  presented  with  unstable 
rest  angina.  The  predictive  qualities  of  the 
treadmill  are  considerably  less  if  those  patients 
with  positive  treadmill  who  also  had  old  infarc- 
tion by  ECG  criteria  are  eliminated.  Eight 
patients  remained  in  whom  the  resting  ECG  did 
not  show  old  infarction  and  in  whom  positive 
treadmills  were  obtained.  Only  three  of  these 
eight  patients  (88*^0)  had  coronary  artery  dis- 
ease. 

Table  3 lists  further  attempts  to  distinguish 
between  true  positive  and  false  positive  tread- 
mills in  these  female  patients.  Also  listed  in  the 
last  column  are  those  patients  with  true  cor- 
onary artery  disease  who  would  be  eliminated  if 
the  criteria  listed  were  demanded  for  diagnosis. 
None  of  the  false  positives  had  greater  than  2 
mm.  ST  depression,  but  only  one  of  the  true 
positives  met  this  criteria.  Most  patients  in  both 
true  positive  and  false  positive  categories  had 
changes  persisting  to  four  minutes  of  recovery 
and  had  typical  pain  during  the  exercise  tread- 
miU.  Three  patients  with  false  positive  tread- 
mills gave  a history  of  typical  angina  in  addition 
to  the  observed  treadmill  changes;  three  of  those 
with  true  positives  failed  to  do  so.  Functional 
aerobic  impairment  of  20  per  cent  or  more  was 
seen  in  about  half  of  the  patients  with  true 
positives  and  seen  in  only  one  patient  with  a 
false  positive  study.  It  can  be  seen  therefore  that 
none  of  these  criteria  is  useful  in  separating  true 
from  false  positives. 


Of  the  nine  females  with  coronary  artery  dis- 
ease who  subsequently  had  surgery,  one  died 
during  surgery,  and  one  died  approximately 
three  weeks  after  surgery.  There  have  been  no 
late  deaths.  This  may  be  compared  to  the  out- 
come in  seventy-one  similar  male  patients  with 
coronary  artery  disease  referred  for  surgery  dur- 
ing the  same  period.  Among  these  there  have 
been  no  operative  deaths  and  only  one  early 
postoperative  death.  No  late  deaths  have  oc- 
curred. While  the  number  of  female  patients  is 
small,  it  would  appear  that  surgical  mortality  is 
increased  in  the  female  as  compared  to  the  ex- 
cellent results  in  males. 

Discussion 

The  data  presented  adds  to  the  ac- 
cumulating evidence  that  the  female  with  chest 
pain  is  a different  statistical  phenomenon  than 
her  male  counter-part.  Welch  et  al‘  in  a large 
Cleveland  Clinic  experience,  reported  similar 
poor  correlation  of  typical  angina  to 
angiographic  findings.  In  their  series,  56  of  113 
(50'^’f')  female  patients  with  typical  angina  had 
coronary  artery  disease,  while  26  per  cent  of 
those  with  atypical  angina  were  found  to  have 
coronary  artery  disease  and  only  10%  of  those  in 
whom  a pre-angiogram  diagnosis  of  “probably 
normal”  was  made.  Sketch  et  aF  noted  similar 
poor  angiographic  correlation  to  positive  tread- 
mills in  the  female;  of  fifteen  females  with 
positive  treadmills,  ten  (67%)  in  their  series 
were  found  to  have  normal  coronary  anatomy. 
This  contrasts  to  a false  positive  rate  of  only  11 
per  cent  among  62  positive  treadmills  in  similar 
males  in  the  same  institution.  Of  forty-one 
females  with  negative  treadmills,  only  five 
(12'^'o)  were  found  to  have  coronary  artery  dis- 
ease. Linhart  et  af’  found  similar  findings:  of  33 
positive  treadmills  in  females,  17  had  coronary 
disease  (52'^'fi)  while  16  did  not;  among  65 
negative  treadmills  in  females,  only  seven  (11%) 
were  found  to  have  coronary  artery  disease. 

These  studies  thus  correlate  well  with  the 
data  presented  from  our  laboratory.  A positive 
treadmill  in  a female  patient  has  very  limited 
value  for  prediction  of  coronary  artery  disease. 
An  equally  likely  chance  exists  that  no  coronary 
disease  will  be  found  at  the  time  of  angiography. 
In  the  presence  of  symptoms  suggestive  of 
angina  pectoris,  therefore,  angiography  is 
necessary  in  order  to  establish  a diagnosis.  A 
negative  treadmill  in  the  female,  on  the  other 
hand,  makes  the  presence  of  significant  coronary 
artery  disease  highly  unlikely  and  hence  is 
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useful,  and  coronary  angiograms  are  probably 
only  rarely  necessary  in  the  presence  of  a 
negative  treadmill. 

Additional  considerations  such  as  duration 
of  positive  ECG  changes  beyond  four  minutes  of 
recovery,  the  association  of  typical  pain  with  ex- 
ercise ECG  changes,  coexistent  history  of  typical 
angina  or  significant  functional  impairment 
coexistent  with  positive  changes  are  of  little  ad- 
ditional help  in  distinguishing  false  positives 
from  true  positives.  Greater  than  2 mm.  ST 
depression  is  rarely  seen  in  the  absence  of  cor- 
onary artery  disease,^  but  most  true  positives 
fail  to  meet  this  criteria.  For  the  not  uncommon 
female  patient  in  whom  chest  pain  with  some 
anginal  characteristics  is  associated  with  a 
positive  treadmill,  particularly  when  there  is 
coexistent  apprehension  or  life  limitation,  we 
usually  proceed  to  coronary  angiography  in 
order  to  establish  a diagnosis.  The  reassurance 
this  commonly  allows  in  a patient  with  a 
negative  angiogram  often  has  dramatic  effects 
on  that  patient  and  her  self  image.  With  such 


patients  we  listen  carefully  in  the  many 
positions  in  search  of  a late  systolic  click  or  mur- 
mur, and  in  the  presence  of  such  findings  we  are 
usually  reluctant  to  proceed  to  angiography. 
The  late  systolic  click-murmur  syndrome  of 
mitral  prolapse  is  frequently  accompanied  by 
peculiar  sorts  of  chest  pain,  as  well  as  varying 
arrhythmias,  unusual  ECG  findings,  dyspnea 
and  fatigue.^  In  an  occasional  patient  with  click- 
murmur  (i.e.  Case  1),  angiography  remains 
necessary. 

In  addition  to  these  clear-cut  unique  female 
problems  in  diagnosis,  there  would  appear  to  be 
a vast  difference  in  the  female  in  surgical  mor- 
tality and  results.  Others  have  observed  a 
similar  increased  mortality  among  females,  as 
well  as  increased  incidence  of  operative  infarc- 
tion, postoperative  persistence  of  angina  pec- 
toris and  graft  occlusion.'’  We  continue  to  refer 
female  patients  for  saphenous  vein  bypass  graft 
surgery,  but  do  so  in  the  presence  of  slightly 
stronger  clinical  indications  than  we  require  for 
the  males.  • 
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MEDIX,  the  thirty-minute  ciocumentary  series  on  medicine  and  health  designed  to  provide  the 

American  public  with  public  health  care  information  that  will  help  them  live  normal  and  healthy 

lives,  continues  to  be  sponsored  on  KWGN-TV,  Channel  2,  Denver,  in  part  by  The  Burroughs 

Wellcome  Company  and  is  presented  in  cooperation  with  the  Denver  Medical  Society. 

A new  schedule  of  forthcoming  programs  follows.  All  programs  are  now  set  for  Sunday  mornings 

at  10:30  a.m.: 

May  16 — LUPUS:  WOLF  IN  DISGUISE — A baffling  disease  which  one-quarter  million  Americans 
are  suspected  of  carrying  is  discussed  by  two  who  have  been  diagnosed,  dancer  Toni  Kay  and 
Mrs.  Edward  G.  Robinson. 

May  23 — STRIKE  BACK  AT  STROKES — Host  Mario  Machado  and  Dr.  Morton  Maxwell,  stroke 
prevention  specialist,  discuss  measures  to  avoid  strokes. 

May  30 — BIO-FEEDBACK:  WAVES  OF  THE  FUTURE — New  technics  for  providing  therapy  to 
those  suffering  from  migraine  headaches,  epilepsy,  insomnia,  back  pain,  and  paralysis  are  dis- 
cussed. 

June  6 — CRIB  DEATH:  THIEF  IN  THE  NIGHT — Profiles  of  three  families  who  have  lost  children 
to  SIDS  (Sudden  Infant  Death  Syndrome). 

June  13 — BREATHING  MADE  HARD — Emphysema  sufferers  show  how  they  have  been  nearly 
destroyed  by  suffocating  disease. 

June  20 — FIRST  AID,  SECOND  NATURE — Audience  participation  quiz  about  first  aid,  and 
responses  to  common  household  accidents. 

June  27 — IF  ATTACKED — Prevention,  precautions,  and  protection  emphasized  in  dealing  with 

violence. 
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Idiopathic  renal  lithiasis* 


Problems  in  Management 


Thomas  W.  Rosenbaum,  MD,  Great  Falls,  Montana 


Idiopathic  renal  lithiasis  probably 
includes  several  disease  processes,  each 
with  its  own  set  of  functional 
abnormalities.  Rational  use  of  therapy 
necessitates  an  understanding  of  each 
patient’s  metabolic  abnormalities  and  a 
hnowledge  of  whether  or  not  he  is 
actively  forming  stones. 


Diseases  such  as  hyperparathyroidism,  cysti- 
nuria,  renal  tubular  acidosis,  and  primary 
hyperoxaluria,  are  known  to  cause  kidney  stones 
in  a large  per  cent  of  persons  affected.  A major 
problem  in  managing  patients  who  have  formed 
stones  is  that  known  diseases  can  be  identified 
in  less  than  half  of  those  who  do  form  stones.' 
The  remainder  are  considered  to  have  idiopathic 
renal  lithiasis. 

The  purpose  of  this  paper  is  to  discuss  cer- 
tain aspects  of  the  management  of  idiopathic 
renal  lithiasis,  including  some  problems  in 
evaluation,  and  some  of  the  differences  which 
must  be  considered  before  deciding  on  rational 
therapy. 

Finding  the  stones 

If  we  are  to  do  something  for  these  patients 
before  surgery  becomes  necessary,  we  must  first 
find  stones  which  are  present  and  then  deter- 
mine whether  or  not  they  are  growing.  At  first 
glance  this  may  seem  a simple  task,  but  it  may 
prove  to  be  one  of  the  more  difficult  steps. 
Urinalysis,  as  it  is  usually  carried  out,  gives 
little  help  in  confirming  the  presence  of  renal 
calculi  or  determining  whether  they  are  growing. 
Crystals  may  be  found  in  the  urine  of  normal 

* This  paper  was  presented  at  the  annual  Montana-Wyoming  Re- 
gional Meeting  of  the  American  College  of  Physicians,  .Jackson  Lake 
Lodge,  Wyoming,  September  13,  1975. 


people,  and  may  not  be  found  in  patients  who 
are  actively  forming  stones.  Passage  of  a stone  is 
vivid  evidence  to  the  patient  that  there  is  a 
problem,  but  it  gives  us  no  idea  as  to  whether 
the  stone  formed  recently  or  many  years 
previously. 

Serial  x-rays  are  currently  the  only  good  way 
of  assessing  the  presence  of  renal  stones  and 
determining  whether  they  are  growing.  Plain 
films  of  the  abdomen  are  helpful  because  most 
of  the  stones  formed  by  patients  with  idiopathic 
renal  lithiasis  contain  calcium  and  are  radio- 
opaque. Difficulties  may  arise  in  seeing  small 
stones  or  when  stones  are  shadowed  by  an 
overlying  rib  or  bowel.  These  shortcomings  can 
be  overcome  by  taking  tomograms  of  the  renal 
areas.  The  contrast  medium  used  for  in- 
travenous urograms  may  obscure  opaque  stones. 
Tbe  intravenous  urogram  is  probably  of  use  only 
to  define  the  anatomy  of  the  urinary  collecting 
system,  to  look  for  radiolucent  stones,  or  when  a 
ureteral  calculus  is  suspected. 

Pathophysiology 

Idiopathic  renal  lithiasis  is  probably  not  a 
single  entity,  as  evidenced  by  the  variability  of 
symptoms  and  pathophysiology  from  patient  to 
patient.  Even  the  types  of  stones  formed  are  not 
always  similar.  The  most  common  type  of  stone 
is  calcium  oxalate,  but  uric  acid,  apatite, 
hydroxyapatite,  and  brushite  (CaHP04.2H20) 
stones  are  also  seen.^  The  importance  of  analyz- 
ing a stone  is  evident  when  we  consider  that 
each  of  these  compounds  has  its  own  physical 
and  solubility  characteristics.  If  we  are  to  pre- 
vent the  formation  of  more  stones  we  must  try  to 
understand  which  factors  are  most  important  for 
each  patient. 

How  can  we  affect  the  tendency  of  urinary 
salts  to  crystalize  into  small  stones?  Major  fac- 
tors to  be  considered  are  (1)  the  concentration  of 
crystalloids,  (2)  Hydrogen  ion  activity  in  the 
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Fig.  /.  Stage.'t  nf  solubility  of  stone  material.  See  text  for  ex- 
planation. 


urine  (the  pH)  and  (3)  inhibitors  of  crystalliza- 
tion (e.g.  citrate,  magnesium,  pyrophosphate, 
unknown  inhibitors). 

If  we  take  urine  and  add  to  it  ions,  such  as 
calcium  (Ca'*^’^)  and  hydrogen  phosphate 
(HPO4"),  in  gradually  increasing  amounts,  the 
solution  passes  from  a stage  of  undersaturation, 
through  a metastable  zone,  to  a stage  of  over- 
saturation (Fig.  1).  Until  the  ion  product 
reaches  the  solubility  product,  undersaturation 
exists.  In  this  state,  any  crystals  of  brushite 
which  exist  will  gradually  dissolve.  When  the 
solubility  product  is  surpassed,  the  relatively 
labile  metastable  zone  exists.  At  this  stage  spon- 
taneous nucleation  (or  formation  of  the  initial 
crystal)  does  not  occur,  but  existing  stones  and 
crystals  can  grow,  and  a crystal  added  to  the 
solution  can  result  in  precipitation  of  the  salt 
from  solution.  As  more  ions  are  added  to  the 
solution,  the  formation  product  and  the  stage  of 
oversaturation  is  reached  when  spontaneous 
precipitation  occurs.  Unfortunately  for  the 
stone-forming  patient,  constituents  of  stones  are 
found  in  the  urine  at  or  near  metastable  con- 
centrations. 

Changing  the  pH  of  the  urine  may  have 
profound  effects  on  the  tendency  for  stones  to 


STONE  FORMATION 

OVERSATURATIOi 

•pontaneous  precipitation 


Fig.  2.  Solubility  of  uric  acid  at  varying  pH. 

form.  Uric  acid,  with  its  pKa  of  5.75  is  quite  in- 
soluble in  acid  solutions.^  (Fig.  2).  As  urine 
becomes  more  alkaline  increasing  amounts  of 
uric  acid  are  soluble.  When  we  consider  that  the 
average  patient  puts  out  less  than  750  mg  of  uric 
acid  in  his  urine  per  day  we  see  that  if  the  pH 
can  be  kept  over  6.0  the  daily  load  can  be  ex- 
creted in  easily  obtainable  volumes.  The  pH- 
solubility  curve  for  brushite  is  just  the  opposite 
with  significantly  more  brushite  being  soluble  in 
acid  urine.  Unfortunately,  the  solubility  of 
calcium  oxalate,  the  most  common  constituent 
of  stones  in  these  patients,  is  relatively  un- 
affected by  changes  in  pH  witbin  the  physiologic 
range. 

Naturally  occurring  ions  such  as  citrate, 
magnesium,  and  pyrophosphate  are  known  to 
inhibit  crystal  formation  and  growth.  Their 
urinary  concentration  is  too  low,  however,  to  ex- 
plain individual  differences  in  the  tendency  to 
form  stones.  Some  investigators  have  noted 
organic  inhibitors  which  may  be  potent  enough 
to  account  for  many  cases  of  stone  formation.'* 
These  inhibitors  have  not  been  completely 
characterized,  but  in  the  future  we  may  find 
that  they  are  very  important  in  the  prevention  of 
stone  formation. 

The  association  between  hypercalciuric 
states  and  kidney  stones  has  led  to  the  measure- 
ment of  24-hour  urine  calcium  excretion.  The 
practical  problem,  though,  has  been  finding  a 
way  of  relating  urinary  excretion  to  dietary 
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calcium.  Putting  a patient  in  a metabolic  ward 
to  assure  standardized  conditions  is  out  of  the 
question  for  most  practicing  physicians.  For- 
tunately, information  gathered  by  Peacock,  et 
al.,®  can  be  used  to  make  an  outpatient  24-hour 
urine  collection  meaningful.  They  found  that 
many  hypercalciuric  patients  had  an  ex- 
aggerated response  to  dietary  calcium.  On  low 
calcium  diets  urinary  calcium  was  only  slightly 
higher  than  normal,  but  when  they  were  placed 
on  a high  calcium  diet  they  increased  their 
calcium  excretion  to  a much  greater  extent  than 
did  the  control  patients.  It  would  therefore  seem 
more  meaningful  to  measure  urinary  calcium  on 
a high  calcium  diet.  Under  these  conditions 
urinary  calcium  over  300  mg  per  day  in  a man 
and  over  250  mg  per  day  in  a woman  is  abnor- 
mal.® 

Urinary  excretion  of  other  stone  constituents 
must  be  considered,  even  in  patients  who  form 
calcium  stones.  One  reason  for  this  is  the 
phenomenon  of  epitaxy,  by  which  two  molecules 
with  similar  molecular  dimensions  can  co- 
precipitate in  the  same  crystal.  For  example,  the 
dimensions  of  sodium  urate  and  uric  acid  have 
been  shown  to  be  the  right  size  to  promote 
growth  of  calcium  oxalate  crystals.^  If  we  con- 
sider that  35  to  40  per  cent  of  recurrent  stone 
formers  have  hyperuricosuria®  the  problem 
becomes  evident.  Since  calcium  and  oxalate  are 
usually  present  in  the  urine  near  metastable 
concentrations,  any  dehydration  or  acute  acidity 
of  the  urine  which  causes  uric  acid  nucleation 
could  lead  to  calcium  oxalate  stone  growth  by 
epitaxy. 

There  are  also  dietary  causes  of  increased 
urine  oxalate  which  may  lead  to  increased  stone 
activity.  The  best  studied  of  these  is  ileal  resec- 
tion for  inflammatory  bowel  disease  or  small 


bowel  bypass  for  obesity.  In  these  conditions  in- 
creased intestinal  absorption  of  oxalate  leads  to 
increased  urinary  excretion.  The  large  doses  of 
vitamin  C currently  in  vogue  are  metabolized  to 
oxalate  with  appreciable  increase  in  urinary  ox- 
alate excretion.  Foods  such  as  rhubarb,  spinach, 
tea,  and  beet  greens  have  been  shown  to  contain 
large  amounts  of  absorbable  oxalate. 

Rationale  for  therapy 

The  most  universally  applicable  measure  for 
preventing  stone  growth  is  increasing  urine  flow 
by  increasing  fluid  intake.  This  serves  to 
decrease  the  concentration  of  all  crystalloids  in 
the  urine.  Avoidance  of  dairy  products  is 
designed  to  decrease  the  total  urine  calcium 
load,  but  as  discussed,  it  may  be  more  effective 
in  patients  with  hypercalciuria. 

Thiazides  are  known  to  decrease  hyper- 
calciuria and  have  been  shown  effective  in 
preventing  stone  growth.  The  mechanism  of 
thiazide  action  is  unknown.  Allopurinol 
decreases  production  and  urinary  excretion  of 
uric  acid  by  blocking  xanthine  oxidase.  This 
drug  may  also  be  effective  in  preventing  growth 
of  oxalate  stones  by  epitaxy.  Orthophosphates 
such  as  Neutra  Phos  and  K-Phos,  while 
somewhat  cumbersome  to  take,  have  been  found 
extremely  effective  in  preventing  stone  growth;' 
they  seem  to  act  by  increasing  urine 
pyrophosphate,  which  is  a known  inhibitor  of 
stone  growth.  Diphosphonates  are  not  yet  com- 
mercially available,  but  they  are  effective  in  in- 
hibiting both  nucleation  and  crystal  growth  of 
brushite  and  calcium  oxalate. 

Whichever  regimen  is  chosen,  it  must  be  ac- 
companied by  periodic  X-ray  examinations  to 
evaluate  stone  growth  or  the  production  of  new 
stones.  • 
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Hypnotic  regression  therapy 

Brief  clinical  report 

Edwin  L.  Stickney,  MD,  Miles  City,  Montana 


Three  instances  of  hypnotic  regression 
theraphy  with  complete  remission 
of  symptoms  are  presented. 


Three  patients  with  similar  traumatic  episodes 
locked  in  the  unconscious  at  varying  stages  of 
immaturity  and  unavailable  for  conscious 
review  on  an  adult  level  are  reported.  By  means 
of  hypnotic  regression,  diagnosis,  and  therapy, 
each  experienced  complete  relief  of  symptoma- 
tology. 

CASE  REPORTS 

Case  I:  A 26-year-old  white  female,  recently  married, 
presented  with  a history  of  complete  inability  to  enjoy  inter- 
course and  of  being  repelled  by  her  husband’s  attempts  at 
lovemaking.  To  an  increasing  degree,  any  expression  of 
affection  from  him  made  her  acutely  nauseated.  It  was 
suggested  to  the  patient  that  through  hypnosis  it  might  be 
possible  for  her  to  find  the  cause  of  her  symptoms.  She 
accepted  this  treatment  and  very  easily  entered  a deep 
trance.  The  technic  of  “the  river  of  life”*  was  used  to  induce 
regression,  and  she  first  “spotted”  herself  at  the  age  of  three 
and  relived  with  complete  revivification  a rape  episode 
which  happened  in  a ranch  house  when  her  parents  were 
gone.  She  had  no  idea  of  the  identity  of  the  man  involved. 
Following  the  episode,  she  next  spotted  herself  at  the  age  of 
eight  reading  a fairy  tale  about  a Prince  Charming  who  came 
to  the  rescue  of  the  fair  princess,  and  when  the  prince  kissed 
the  princess,  she  found  that  she  became  nauseated.  She  next 
spotted  herself  at  the  age  of  twelve,  finding  herself  in  a 
department  store  looking  at  some  dresses  when  suddenly, 
upon  seeing  a man  whom  she  did  not  know,  became  acutely 
anxious,  had  a panic  reaction,  and  ran  from  the  store.  She 
did  not  know  why  this  happened.  She  next  spotted  herself  at 
age  fifteen  dancing  with  a boyfriend  at  a local  dance; 
about  halfway  through  the  evening  became  nauseated  and 
had  to  go  home.  She  next  spotted  herself  at  the  age  of  21, 
at  which  time  she  was  practically  a recluse,  living  with  her 
mother  in  an  apartment,  not  participating  in  social  events 
and  extremely  unhappy  with  herself.  It  was  then  suggested 
to  her  that  she  might  have  some  dreams  concerning  these 
experiences.  She  was  alerted  from  the  trance  and  had  no 
memory  of  the  incidents. 

Over  the  period  of  the  next  few  weeks,  she  had  dreams 
which  progressively  showed,  in  step-wise  fashion,  the  con- 
tent of  these  regressions  and,  when  last  consulted,  reported 


that  all  of  her  symptoms  of  nausea  had  vanished  and  she  was 
increasingly  able  to  enjoy  intercourse  with  her  husband. 
Case  2:  A 32-year-old  married  female  stated  that,  as  long  as 
she  could  remember,  she  had  nightmares  and  became  ex- 
tremely nervous  whenever  it  was  necessary  for  her  to  stay 
alone  in  the  house  at  night.  This  nervousness  compelled  her 
to  repeatedly  go  around  the  house  checking  the  doors  and 
windows  to  be  sure  that  they  were  locked.  She  had  the  im- 
pression that  these  nightmares  and  these  symptoms  when 
left  alone  at  night  were  connected  in  some  way.  It  was 
suggested  to  her  that  through  the  use  of  hypnosis  it  might  be 
possible  to  elucidate  the  cause  of  these  phenomena. 

Her  induction  was  by  means  of  a Chevreul  pendulum  to 
which  she  responded  with  definite  ideomotor  reactions  and 
by  the  time  this  was  ascertained,  she  was  already  in  hyp- 
nosis. Again,  the  “river  of  life”  technic  was  used  to  obtain  a 
regression  back  to  the  age  of  five,  at  which  time  she  found 
herself  with  her  mother  in  a room.  Suddenly  the  window 
across  the  room  from  them  was  shattered  and  the  bloody 
face  of  a man  appeared.  She  ran  screaming  to  her  mother, 
crying  frantically  for  her  father.  After  reassurance  during 
hypnosis  that  she  was  safe  and  that  she  would  be  comfort- 
able, remembering  nothing  of  this,  her  anxiety  subsided, 
and  she  was  alerted.  She  did  not  remember  anything  of  the 
episode.  It  was  suggested  to  her  on  a conscious  level  that  she 
probably  would  have  some  dreams  relating  to  what  she  had 
experienced,  and  the  content  of  this  experience  was  not  im- 
parted to  her  at  the  time.  During  the  next  three  week  pe- 
riod, she  did  have  dreams  which  progressively  disclosed  to 
her  the  content  of  her  regression.  When  last  consulted,  she 
reported  that  her  nightmares  had  ceased  and  that  she  was 
planning  on  staying  home  for  a month  during  the  summer, 
at  which  time  her  husband  would  be  at  a workshop 
elsewhere.  She  was  obviously  elated  at  being  relieved  of  her 
symptoms. 

Case  3:  A 22-year-old  white  female  shortly  after  obstetrical 
delivery,  began  to  experience  an  increasing  revulsion 
whenever  her  husband  touched  her  or  attempted  to  have  in- 
tercourse with  her.  Approximately  six  months  later  she 
presented  for  interview.  She  stated  that  the  relationship 
with  her  husband  was  very  good,  that  they  were  able  to  con- 
verse openly  about  the  subject,  that  neither  of  them  had  any 
feelings  against  each  other,  and  that  this  situation  was  baf- 
tling  to  both  of  them.  Although  her  husband  was  most  con- 
siderate, her  symptomatology  was  placing  an  increasing 
strain  on  what  had  been  up  until  that  time  a very  satisfying 
relationship.  Because  hypnosis  had  worked  well  for  her 
delivery,  it  was  suggested  to  her  that  through  the  medium  of 
hypnosis  it  might  be  possible  to  unearth  a cause  for  her  pres- 
ent problem.  She  readily  accepted  this  suggestion. 

The  same  “river  of  life”  technic  was  used  to  achieve 
regression,  and  she  found  herself  at  the  age  of  thirteen  in  a 
meadow  which  she  did  not  remember,  wearing  clothes  which 
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she  did  not  remember,  and  experienced  a molestation,  not 
an  actual  rape,  by  an  older  man.  The  part  of  the  episode 
which  troubled  her  most  was  the  molester’s  maniacal 
laughter,  which  terribly  frightened  her.  It  was  suggested  to 
her  in  hypnosis,  and  then,  after  alerting,  on  a conscious 
level,  that  she  might  have  dreams  which  would  have 
something  to  do  with  this  situation  but  that  she  would  not 
remember  anything  about  it  at  the  present  time.  About  a 
month  later,  she  called  to  report  that  she  had  her  final 
dream.  In  discussing  the  events  which  had  occurred  since 
that  time,  it  was  interesting  to  note  the  way  in  which  her 
subconscious  mind  had  gradually  let  her  become  aware  of 
this  one  final  traumatic  event.  In  her  first  dream,  she  found 
herself  in  a meadow.  In  the  second  dream,  she  was  in  the 
meadow  and  saw  a man.  In  the  third  dream,  she  was  trying 
to  run  away  from  him  and  then,  because  she  had  some  anx- 
iety from  this  dream,  she  had  no  dreams  for  about  two 
weeks.  She  finally  had  a fourth  and  final  dream  which  doc- 
umented the  molestation  experience  for  her. 

An  interesting  side  light  was  that  in  her  regression  ex- 
perience, when  she  was  reliving  this  molestation  attempt  un- 
der hypnosis,  she  was  afterward  sitting  on  her  “thinking 
rock”  and  her  dog  came  up  and  licked  her  and  comforted 
her.  Later,  when  she  was  discussing  this  with  me,  she  noted 
that  that  particular  dog  had  run  away  and  had  been  lost, 
never  to  return,  approximately  a year  and  a half  prior  to  the 
molestation.  It  is  hypothesized  that  after  this  traumatic 
event  she  probably  entered  a hypnoid  type  of  trance,  during 
which  time  she  fantasied  her  dog  coming  to  her  in  her  time  of 
need,  and  that  this  then  was  recorded  as  a fact  of  the  situa- 
tion to  be  relived  in  her  hypnotic  regression. 

Subsequent  consultation  with  the  patient  revealed  that 
her  symptomatology  gradually  subsided  and  the 
relationship  between  her  husband  and  herself  is  now 
satisfactory  in  every  respect. 

Discussion 

Three  cases  have  been  presented  of  patients 
who  had  one  particular  characteristic  in  com- 
mon, namely,  a traumatic  event  either  happen- 
ing or  fantasized,  but  nonetheless  real  to  the 
patient,  which  had  been  forced  into  the  uncon- 
scious and  was  incapable  of  review  on  an  adult 
level.  Through  hypnotic  regression  and  subse- 
quent dreaming,  which  allowed  these  episodes  to 
be  presented  fractionally  to  the  conscious  mind, 
these  episodes  were  brought  up  for  conscious 
review  on  an  adult  level  with  subsequent  clear- 
ing and  cessation  of  harmful  symptomatology. 

The  following  comments  are  made.  All  three 
of  these  regressions  were  conducted  during  the 
first  year  of  this  examiner’s  use  of  hypnosis,  and 


thus  it  could  be  argued  that,  although  there 
might  be  a certain  amount  of  accumulated 
clinical  acumen  by  the  examiner,  it  is  more 
likely  that  the  beneficial  results  and  lack  of  bad 
side  effects  in  these  patients  was  because  of  the 
inherent  wisdom  of  the  subconscious  mind.  It 
should  be  further  pointed  out  that,  despite  the 
fact  that  this  consciously  repressed  material  was 
traumatic  and  that  revelation  of  it  was  accom- 
panied during  the  regression,  by  frightening 
abreaction  on  the  part  of  the  patient,  at  no  time 
did  any  of  the  patients  experience  an  excessive 
amount  of  apprehension  or  anxiety  as  a result  of 
the  regression  and  the  subsequent  dreams.  Ac- 
cordingly, it  is  suggested  that  hypnosis  can 
provide  a safe,  comparatively  rapid  and  incisive 
modus  operandi  by  which  these  types  of  con- 
ditions can  be  diagnosed  and  then  treated, 
without  the  use  of  drugs  and  without  any  ap- 
parent side  effects.  However,  it  should  not  be  in- 
ferred that  there  is  always  an  underlying 
traumatic  event  causing  symptoms,  as  in  the 
cases  cited  above,  but  where  that  condition  ex- 
ists, the  above  comments  are  applicable. 

The  primary  purpose  of  this  paper  is  not  to 
delineate  specific  strategies  of  treatment  in 
detail,  but  rather  to  make  relevant  information 
available  to  practitioners  and  to  interest  them  in 
the  use  of  hypnosis  as  a viable  addition  to  their 
therapeutic  armamentarium.  There  are  two 
highly  ethical  societies  of  hypnosis  in  this 
country,  both  admitting  to  membership  only 
persons  with  MD,  PhD  (in  Psychology),  and 
DDS  degrees — the  Society  for  Clinical  and  Ex- 
perimental Hypnosis  (SCEH),  and  the  Amer- 
ican Society  of  Clinical  Hypnosis  (ASCH).  Both 
of  these  societies  offer  introductory  and  ad- 
vanced workshops  in  hypnosis  in  conjunction 
with  their  annual  meetings  and,  in  addition, 
various  workshops  around  the  country.  At  these 
workshops,  a thorough  introduction  to  hypnosis 
as  a therapeutic  modality  is  offered,  making  it 
possible  for  the  interested  doctor,  dentist,  or 
psychologist  to  evaluate  it  thoroughly  in  terms 
of  his  own  possible  use  of  the  medium  in  an 
ethical,  safe,  and  responsible  manner.  • 
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Anaerobic  disc-space  infection* 

Clostridia  and  Herella 


M.  J.  Winship,  MD,  Missoula,  Montana 


Several  reports  have  appeared  in  the  literature 
regarding  the  development  of  vertebral  osteo- 
myelitis and  associated  pyogenic  spondylitis  in 
drug  users.  The  usual  organism  causing  osteo- 
myelitis in  drug  users  has  been  Pseudomonas.  ' ^ 
Occasionally,  other  organisms  have  been 
reported. 

The  following  case  is  a report  of  three 
anaerobic  organisms  infecting  a disc  space. 
These  organisms  are  Clostridium  perfringens, 
Clostridium  difficile,  and  Acinetobacter  anitri- 
tus  (Herella  vaginicola). 

CASE  REPORT 

A 21-year-old  white  male  was  admitted  in  June  1974  with 
low  back  pain.  The  onset  of  lumbar  pain  was  related  to 
lifting  in  May  1974,  and  he  had  been  hospitalized  at  another 
hospital.  While  there,  a myelogram  was  reported  to  be  nor- 
mal. An  upper  GI  X-ray  study  demonstrated  peptic  acid  dis- 
ease. The  patient  was  treated  for  gonorrhea  in  March  or 
April.  He  also  admitted  to  one  or  two-time  use  of  in- 
travenous medication,  probably  amphetamines,  in  Jan- 
uary. 

Physical  examination  showed  temperature  of  97  degrees. 
Blood  pressure  110/80.  Pulse  rate  80.  There  was  tenderness 
over  the  buttock  area,  halfway  between  the  tip  of  the  greater 
trochanter  and  the  posterior  iliac  spine.  There  was  also 
flattening  of  the  lumbar  curve.  Leg  length  and  deep  tendon 
reflexes  were  normal.  Straight  leg  raising  and  Lasegue  tests 
were  negative. 

Admission  laboratory  tests  showed  sedimentation  rate  of 
90  mm/hr.  and  a repeat  sedimentation  rate  of  88  mm/hr. 
Lumbar  spine  films  showed  Pantopaque  in  the  spinal  canal, 
slight  narrowing  of  disc  space  L4-5,  and  no  recent  or  old  bone 
injury.  White  count  was  5100  with  50  segs,  42  lymphocytes, 
one  monocyte  and  one  eosinophil.  Hematocrit  was  42%. 
Urinalyses  was  normal. 

On  June  28,  a bone  scan  showed  an  area  of  increased  den- 
sity in  the  lumbosacral  spine  at  L4  and  L5.  On  the  same  day, 
an  Australian  antigen  was  positive.  Through  prompting,  the 
patient  recalled  an  episode  of  hepatitis  in  January.  On  July 
2,  a disc-space  biopsy  was  performed  using  a Craig  needle.  A 
liver  biopsy  done  the  same  day  was  read  as  normal.  Cul- 
tures taken  from  the  disc-space  biopsy  showed  the  following 
organisms:  Acinetobacter  anitritus  (Herella),  Clostridium 
perfringens  and  Clostridium  difficile.  On  July  8,  sensitivities 
from  the  organisms  returned.  (Table  1). 

^Presented  at  the  Montana-Wyoming  Chapter  of  the  American 
College  of  Physicians  meeting  at  Jackson,  Wyoming,  September 
197,5. 


The  patient  was  started  on  Gentamicin  100  mg.  q 8 h I.V. 
and  penicillin,  two  million  units  q 4 h I.V.  On  July  18,  a disc- 
space  evacuation  was  done  through  a flank  approach  with 
evacuation  of  the  disc  space  at  L4-L5.  Vigorous  curettage 
was  also  carried  out  until  bleeding  was  seen  from  the  bone. 
This  space  was  then  packed  with  Iodoform.®  On  July  19  and 
20  following  surgery,  the  patient  had  an  elevated 
temperature.  On  July  24,  his  sedimentation  rate  was  still  96 
mm/hr.  On  July  27  and  28,  the  sedimentation  rate  had 
dropped  to  8 mm/hr.,  and  the  antimicrobics  were  stopped. 
On  July  31,  the  patient  was  discharged.  The  wound  healed 
secondarily  and  was  repacked  as  an  outpatient.  Subse- 
quently, the  patient  has  done  well.  He  has  mild  lumbar  dis- 
comfort but  only  during  hard  labor. 

Discussion 

The  physiology  of  the  vertebral  bodies  and 
the  intervertebral  disc  is  of  paramount  impor- 
tance in  understanding  the  pathogenesis  of  this 
particular  infection.  In  children,  the  in- 
tervertebral disc  receives  its  nutrition  by  blood 
vessels  from  surfaces  of  the  adjacent  vertebral 
bodies.  These  blood  vessels  pass  through  the 
hyaline  cartilage  of  the  disc  proper  to  permit  the 
perfusion  of  nutrients  to  the  disc  cartilage. 
These  vessels  gradually  disappear  with  matura- 
tion of  the  vertebral  body  and  disc.®  However, 
Wiley  and  Trueta  showed  that  in  adults  up  to 
the  age  of  thirty,  and  possibly  longer,  the 
segmental  vessels  responsible  for  the  blood 
supply  of  the  vertebral  bodies  freely  anastomose 
and  supply  the  intervertebral  disc  around  the 
circumference  of  the  annulus  fibrosis.  Occa- 
sionally, they  have  been  shown  to  penetrate  as 
far  as  the  junction  between  the  annulus  and  the 
nucleus  pulposa.'"'^® 

The  mode  of  infection  of  vertebral  osteomy- 
elitis has  been  proposed  to  occur  in  three  ways: 
1)  contiguous  spread  of  an  infection  from  an 
abscess,  2)  retrograde  spread  from  the  venous 
plexus  of  Batson,  and  3)  hematogenous  spread. 

The  hematogenous  mode  of  spread  has  been 
the  most  favored  explanation,  the  reason  being 
that  the  blood  vessels  supplying  the  ends  of  the 
bone  consist  of  a nutrient  artery  entering  the 
bone  with  looped  branches  at  the  end  of  the  bone 
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TABLE  1 


emptying  into  large  venous  plexis;  conse- 
quently, the  blood  becomes  somewhat  sluggish 
in  its  circulation.  This  allows  the  infecting  or- 
ganisms to  deposit  and  set  up  a nidus  of  infec- 
tion.‘0''3  Initially,  the  osteomyelitis  behaves  as  a 
cellulitis  and  may  be  amenable  to  appropriate 
antimicrobial  chemotherapy.  When  the  infec- 
tion is  uncontrolled,  necrosis  of  the  bone  osteo- 
cytes  and  trabecular  bone  occurs.  Abscesses  and 
tiny  sequestra  of  necrotic  material  form." 
Hematogenous  osteomyelitis  seems  to  have  a 
predilection  for  the  vertebrae  of  adults.'” 
Chronic  osteomyelitis  acts  as  an  ischemic  proc- 
ess rather  than  an  infectious  process,  requiring 
surgical  therapy  rather  than  antimicrobic 
therapy  as  the  agents  cannot  be  delivered  to  the 
site  of  infection. 

Presentation  of  acute  vertebral  osteomyelitis 
in  children  is  back  pain  with  stiffness,  refusal  to 
walk,  irritability  and  fever.  Anorexia  and  weight 
loss  also  occur.  In  adults,  acute  pyogenic  spon- 
dylitis is  usually  gradual  and  slow  in  its  course 
and  confusing  in  its  clinical  pattern.  The  onset  is 
slow  and  insidious  with  a presentation  of  usually 
three  months  or  longer.  Only  back  pain  and 
tenderness  are  the  presenting  clinical  signs.  The 
initial  site  of  infection  is  in  the  vertebral  body 
adjacent  to  the  disc.  Laboratory  findings  are  un- 
remarkable except  for  an  increased  erythro-sedi- 
mentation  rate.  The  length  of  time  is  somewhat 
important  to  note.  In  one  series,  the  time  of 
diagnosis  was  between  three  and  eighteen 
months  with  an  average  of  6.8  months.''^  Diag- 
nosis is  made  by  biopsy.”  The  usual  organism  is 
Staphylococcus  aureus  and  gram-negative  or- 
ganisms usually  associated  with  the  urinary 
tract. Prior  to  the  development  of  antimi- 
crobial therapy,  twelve  per  cent  of  people  with 
staphylococcus  bacteremia  developed  oste- 
omyelitis.'” 

Treatment 

Many  examples  of  surgical  cure  of  osteomy- 
elitis are  recorded  in  the  older  literature.  The  in- 
itial use  of  antimicrobials  led  to  a premature  de- 
emphasis of  the  surgical  intervention.  Agents 
are  ineffective  when  treating  “walled-off” 
lesions  of  osteomyelitis.  Early  in  the  course  of 
osteomyelitis,  the  lesion  is  accessible  to  antimi- 
crobial agents  and  they  are  adequate  when  used 
alone.  However,  in  longer-standing  infections, 
the  blood  supply  to  the  bone  has  been  com- 
promised, the  therapeutic  agent  cannot  be 
delivered  to  the  site  of  infection,  and  therefore. 
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decompression  and  evacuation  of  pus  and  in- 
fected tissue  are  needed  in  chronic  osteomyeli- 
tis. 

Antibiotic  selection  usually  requires  iden- 
tification of  the  organism  by  biopsy  or  blood 
culture.  Generally,  surgery  is  indicated  in  acute 
osteomyelitis  when  there  is  no  response  after  48 
to  72  hours  of  appropriate  vigorous  antibiotic 
therapy.'”  It  is  extremely  important  to  obtain 
tissue  diagnosis  either  by  Craig  needle  biopsy  or 
blood  culture  in  order  to  begin  the  proper  anti- 
microbial therapy. 

A laboratory  diagnosis  of  a clostridial  infec- 
tion generally  conjures  up  visions  of  rotting 
tissues  in  desperately  ill  patients.  Clostridia  are 
spore-forming  anaerobes  normally  found  in  the 
gastrointestinal  tract  and  in  the  female  genital 
tract,  rarely  on  the  surface  of  the  skin  and 
mouth,  and  almost  always  in  the  soil.''*  The 
tissue  conditions  needed  for  anaerobic  infections 
include  trauma,  ischemia,  and  pyogenic  infec- 
tion or  the  presence  of  a foreign  body  which 
lowers  the  reduction  potential  (Eh)  of  the 
tissue.''’  Clostridial  infections  have  a spectrum 
of  presentation  ranging  from  localized  cellulitis 
to  myositis  to  fulminating  systemic  disease.'® 

In  this  particular  case,  antimicrobic  therapy 
alone  did  not  seem  to  be  sufficient.  Addition- 
ally, the  recognition  of  a relatively  avascular 
condition  which  was  necessary  to  support  the 
growth  of  the  isolated  anaerobic  organisms 
suggested  that  surgery  would  be  necessary  and 
that  antimicrobic  therapy  alone  would  not  suf- 
fice. Under  antibiotic  coverage  surgical  evacua- 
tion of  the  disc  space  was  accomplished.  Sev- 
eral days  later  because  of  the  marked  drop  in 
sedimentation  rate  and  improvement  in  clinical 
course,  antimicrobics  were  stopped.  The  patient 
was  discharged  shortly  thereafter  and  has  done 
well  since. 
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It  is  of  interest  to  note  that  the  anaerobic 
organisms  isolated  had  sensitivity  to  only  one 
common  antibiotic  and  that  was  Chloramphen- 
icol. The  two  Clostridia  were  resistant  to  Clin- 
damycin, and  one  was  resistant  to  tetracycline. 
The  Herella  organism  on  the  other  hand  was 


senstive  to  Gentamicin,  such  that  a combination 
of  penicillin  and  Gentamicin  appeared  to  be  the 
optimal  combination  (Table  !.)• 
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Postoperative  biliary  infections  due  to 
acinetobacter  calcoaceticus* 


Tim.othy  J.  Houlihan,  MD,  Missoula,  Montana, 
and  James  R.  Wheeler,  MD,  Greeley,  Colorado 


These  case  histories  are  the  first 
reported  postoperative  biliary  tract 
infections  caused  by  Acinetobacter 
calcoaceticus  (Herellea  vaginicola). 


Acinetobacter  calcoaceticus  is  the  most  recent 
designation  for  the  classification  of  a group  of 
organisms  previously  known  as  Mima-Herellea. 
Herellea  vaginicola  has  been  the  most  fre- 
quently described  member  of  the  group  causing 
human  infections.  Generally  it  has  been  thought 
to  be  opportunistic  and  to  be  more  often  found 
in  infections  in  the  elderly  and  debilitated.'  In 
1896  Morax  first  described  this  organism.^ 
Forty-three  years  later,  in  1939  and  again  in 
1942,  deBord''  demonstrated  that  the  tribe  of 
organisms  called  Mimeae  included  the  closely 
related  genera  Mima,  Herellea,  and  Colloides. 
Since  that  time  there  have  been  more  frequent 
reports  of  infections  by  this  group  of  organisms'', 
involving  the  central  nervous  system’^  ’^,  heart'*, 
lungs',  urinary  tracP,  skin®-’",  and  blood®’". 
The  organism  is  a gram  negative,  pleomorphic, 
encapsulated,  coccobacillus  occasionally 
demonstrating  bipolar  staining  and  often  con- 
fused with  other  bacteria,  especially  Neiseria. 

Our  interest  in  this  problem  resulted  from  a 
patient  who  postoperatively  developed  cholan- 
gitis, and  cultures  of  bile  from  his  T-tube 
showed  a pure  growth  of  Herellea  vaginicola. 
This  report  details  four  similar  cases  in  a review 
of  all  cholecystectomies  and/or  choledochoto- 
mies  from  March,  1972  through  March,  1974,  at 
Weld  County  General  Hospital,  Greeley,  Colo- 


*From the  Weld  County  General  Hospital,  Greeley,  Colorado.  This 
paper  was  presented  at  the  Southwestern  Surgical  Congress  April 
21-24,  197.5,  Las  Vegas,  Nevada.  Dr.  Houlihan  was  formerly  Resi- 
dent in  Surgery,  Saint  .Joseph  Hospital,  Denver. 


rado.  This  review  included  450  patients,  approx- 
imately fifty-five  per  cent  of  whom  had  cultures 
of  their  biliary  system.  Four  patients  were  iden- 
tified as  having  biliary  tract  infections  due  to 
Acinetobacter  calcoaceticus  (H.  vaginicola). 
Identification  of  this  organism  was  ac- 
complished by  the  protocol  established  by  the 
Communicable  Disease  Center  in  Atlanta,  Geor- 
gia. 

CASE  EEPORTS 

Case  ] . A 57-year-old,  diabetic,  white  female  was  admitted 
with  recurrent  postprandial  epigastric  pain.  Oral 
cholecystogram  showed  multiple  small  stones.  Serum  trans- 
aminase was  slightly  elevated.  Cholecystectomy  and 
choiedochotomy  were  performed  and  a T-tube  was  inserted. 
Cultures  of  bile  from  the  gallbladder  and  common  duct  at 
the  time  of  operation  revealed  no  growth.  Because  of  a per- 
sistent postoperative  fever,  a T-tube  cholangiogram  was  per- 
formed and  cultures  were  taken.  These  studies  showed  a 
retained  stone  and  a pure  growth  of  Acinetobacter 
calcoaceticus  (H.  vaginicola).  Because  of  the  antibiotic  sen- 
sitivities, she  was  treated  with  gentamycin.  She  became 
asymptomatic  and  later  removal  of  the  stone  resulted  in 
sterile  bile. 

Case  2.  A 24-year-old,  white  female  presented  with  radiating 
epigastric  and  right  upper  quadrant  pain  and  cholelithiasis 
by  oral  cholecystogram.  Cholecystectomy  and 
choiedochotomy  were  performed  but  no  common  duct  stones 
were  found.  Cultures  of  bile  from  the  gallbladder  and  com- 
mon duct  at  the  time  of  operation  showed  no  growth.  On  the 
fifth  postoperative  day  the  patient  had  a temperature  of  102 
degrees  and  her  SCOT  became  elevated.  Cultures  from  her 
T-tube  at  this  time  disclosed  a pure  growth  of  Acinetobacter 
calcoaceticus  (H.  vaginicola).  She  was  treated  with 
kanamycin  but  did  not  improve.  A rising  bilirubin,  persis- 
tent fever  and  signs  of  peritoneal  irritation  were  present.  T- 
tube  cholangiogram  showed  displacement  of  the  T-tube.  At 
operation  the  T-tube  was  reinserted  into  the  common  duct 
and  her  recovery  was  uneventful. 

Case  3.  A 27-year-old,  white  female  presented  with 
postprandial  right  upper  quadrant  pain  and  oral 
cholecystogram  showed  multiple  small  stones.  Cholecystec- 
tomy and  choiedochotomy  were  performed.  Cultures  of  bile 
from  the  gallbladder  and  common  duct  at  the  time  of  opera- 
tion were  negative.  On  the  fourth  postoperative  day  the 
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TABLE  1 


TABLE  2 


Biochemical  confirmation  of  Herellea  species 
(Acinetobacter  Calcoaceticus) 


Acinetobacter  calcoaceticus  (H.  vaginicola) 
Antibiotic  sensitivities 


Test 


Result 


Glucose  0-F 
Maltose  0-F 
Indol 

Nitrate  reduction 
Simmons  Citrate 
Motility 

C.T.A.  10%  Lactose 

Oxidase 

Catalese 

MacConkey’s  medium 
SS  medium 


Acid 

Alkaline  or  late  acid 

Negative 

Negative 

Positive  (negative  with  rare  strain) 

Negative 

Acid 

Negative 
4+  Positive 
Positive 

Negative  (positive  with  rare  strain) 


Excerpted  from  Protocol  of  Communicable 
Disease  Center:  Atlanta,  Georgia  ,1972. 


patient  developed  a temperature  of  101  degrees  and  her 
SCOT  and  bilirubin  became  elevated.  A culture  from  the  T- 
tube  at  this  time  grew  Acinetobacter  calcoaceticus  (H. 
uaginicola).  She  was  treated  with  kanamycin.  Following  a 
normal  cholangiogram  the  T-tube  was  removed.  She  im- 
proved and  was  discharged  on  the  eleventh  postoperative 
day. 

Case  4.  A 74-year-old,  icteric,  white  male  had  acute  onset  of 
right  upper  quadrant  pain,  tenderness  and  guarding. 
Cholecystectomy  and  choledochotomy  were  performed.  Cul- 
tures from  the  common  bile  duct  at  that  time  revealed  E. 
coli  and  C.  perfringes.  Because  of  the  sensitivities  of  the 
cultured  organisms,  he  received  cephalothin  and  clin- 
damycin. Following  a normal  cholangiogram,  the  T-tube 
was  removed  on  the  tenth  postoperative  day  although  he  had 
remained  febrile.  Within  several  hours  his  pulse  and 
temperature  rose  and  with  the  onset  of  abdominal  pain  he 
developed  leukocytosis.  Abdominal  exploration  revealed  a 
bile  peritonitis  due  to  a persistent  hole  in  the  common  duct. 
A T-tube  was  reinserted.  Cultures  of  bile  from  the  common 
duct  and  subhepatic  space  at  this  time  grew  a pure  culture 
of  Acinetobacter  calcoaceticus  (H.  uaginicola).  He  was 
treated  with  gentamycin  and  clindamycin.  He  promptly 
became  afebrile  and  was  discharged  twelve  days  later  having 
made  an  uneventful  recovery. 

Discussion 

Acinetobacter  calcoaceticus  (H.  vaginicola), 
although  considered  a saprophyte  and  an  un- 
common human  pathogen,  does  cause  signifi- 
cant symptoms  and  debilitation  when  afforded 
the  opportunity.  It  may  be  considered  somewhat 
ubiquitous  having  been  isolated  from  en- 
vironmental sources'”-*^.  Previous  reports  have 
indicated  this  organism  to  be  sensitive  to  tetra- 
cycline, neomycin,  kanamycin,  and  polymyxin 
while  resistant  to  penicillin  and  streptomycin, 
with  varying  sensitivity  to  chloramphenicol  and 
the  sulfonamides''"'’.  Penicillinase  producing 
resistant  strains  have  been  reported®.  In  our 
series  this  organism  by  laboratory  tests  was  sen- 
sitive to  only  colistin,  gentamycin,  and  kana- 
mycin. 


Antibiotic 


Intermediate 

Sensitive  Sensitivity  Resistant 


Colistin  4 
Gentamycin  4 
Kanamycin  4 
Streptomycin  2 
Tetracycline  2 
Chloramphenicol  0 
Ampicillin  0 
Cephalothin  0 


0 

0 

0 

1 

1 

1 

0 

0 


0 

0 

0 

1 

1 

3 

4 
4 


TABLE  3 

Most  Common  Signs  and  Symptoms 


Case  » 1 

Case  # 2 

Case  # 3 

Case  # 4 

Day  of  Onset 

POU  5 

POU  S 

POU  4 

POD  10 

Temperature 

101  F. 

104.8  F 

101  F. 

101  F. 

White  Blood  Count 

8,800 

5,700 

10,800 

32,800 

SGOT* 

125 

220 

435 

81 

Bilirubin** 

4.0 

5.9 

2.8 

1.8 

* Normal  35-40  units. 

**  Normal  up  to  1.1  mgm. 


Only  one  of  our  four  patients  could  be  con- 
sidered elderly  or  debilitated.  All  had  un- 
complicated cholecystectomy,  choledochoto- 
my, and  exploration  of  the  common  duct.  There 
was  no  evidence  of  this  organism  in  their  bile  at 
the  initial  operation,  although  one  had  a mixed 
infection  of  E.  coli  and  C.  perfringes.  Three  of 
the  four  infections  occurred  within  ten  days  of 
each  other.  Previous  studies®  have  indicated 
possible  iatrogenic  contamination  following  sur- 
gical or  instrumental  procedures.  Because  the 
clustering  of  these  infections  was  not  initially 
recognized,  only  limited  epidemiologic  studies 
were  obtained,  and  no  common  source  was  es- 
tablished. T-tubes  from  the  same  lot  were  sterile 
by  culture.  Neither  personnel  nor  instruments 
were  common  to  all  the  cases.  No  other  infec- 
tions of  Acinetobacter  calcoaceticus  (H. 
vaginicola)  were  found  in  surgical  or  other 
hospital  patients  during  this  period  of  time. 

The  infection  by  this  organism  is  serious  and 
severe  (Table  3).  In  their  postoperative  course, 
these  patients  exhibited  significant  temperature 
elevations  varying  from  101  degrees  to  104.8 
degrees  and  showed  a rise  of  SGOT  and 
bilirubin.  Leukocytosis  was  the  exception  rather 
than  the  rule.  Any  unexplained  fever  in  the 
postoperative  course  associated  with  elevated 
liver  enzymes  should  alert  the  surgeon  to  the 
possibility  of  a biliary  tract  infection.  As 
demonstrated  in  these  cases,  this  infection  may 
be  due  to  Acinetobacter  calcoaceticus.  With 
proper  antibiotics  and  drainage,  all  of  these 
patients  recovered  rapidly. 
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Summary 

Acinetobacter  calcoaceticus  (Herellea  vagi- 
nicola)  is  a little  known  gram  negative  organism. 
Infections  caused  by  this  organism  have  oc- 
curred in  the  urinary  tract,  respiratory  tract  and 
in  the  brain,  blood  and  skin.  Its  presence  in  the 
biliary  tract  following  surgery  has  never  been 
reported. 

This  report  from  a community  hospital 


reviews  four  postoperative  biliary  tract  infec- 
tions caused  by  this  organism.  The  severity  of 
onset,  the  clinical  course,  and  the  laboratory 
findings  are  summarized.  Investigations  did  not 
show  the  source  of  the  organism.  The  correction 
of  postoperative  mechanical  problems  in  the 
biliary  tract  and  specific  antibiotic  therapy  are 
the  essentials  of  treatment.  • 
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our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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Congenital  hemolytic  anemia  due  to 
deficiency  of  glucose-6-phosphate 
dehydrogenase* 


The  following  case  report  describes  a patient 
with  congenital  hemolytic  anemia  due  to  a 
previously  undescribed  Glucose-6-phosphate- 
dehydrogenase  (G6PD)  enzyme  variant  with 
decreased  enzymatic  activity.  Diagnostic 
methods  are  discussed. 

CASE  REPORT 

The  propositus  was  born  August  1,  1964  after  a normal 
pregnancy.  He  had  moderate  neonatal  jaundice  not  requir- 
ing therapy,  and  he  enjoyed  good  health  with  normal 
growth,  although  his  mother  felt  there  was  unusual  suscep- 
tibility to  upper  respiratory  infections.  A sinus  infection  in 
August,  1972  prompted  a visit  to  physician,  and  anemia  was 
first  reported  to  the  mother  in  the  spring  of  1973  after  a mild 
upper  respiratory  infection.  Iron  therapy  was  without 
benefit.  The  patient  did  well  until  August  11,  1973  when  he 
developed  mumps  and  his  hematocrit  fell  abruptly  from  33 
(Hbg.  9.9)  to  25  (Hbg.  7.8)  on  the  following  day,  without 
jaundice.  Hematocrit  had  returned  to  30  (Hbg.  10.6)  on  ex- 
amination Sept.  6,  1973.  A bone  marrow  examination  in  De- 
cember, 1973  showed  only  erythroid  hyperplasia.  The 
patient  was  then  referred  for  evaluation. 

Physical  examination  at  that  time  showed  the  patient  to 
be  a pleasant,  well  developed  ten-year  old  white  male  with 
slight  pallor  but  no  jaundice.  The  spleen  was  readily 
palpated  two  c.m.  below  the  costal  margin  but  no  other  ab- 
normalities were  noted.  The  initial  laboratory  work  showed 
hematocrit  30,  Hbg.  10.3  Gm,  RBc  3.0  million.  Reties  17.3'’r, 
MCV  103  M^  MCH  33.7,  MCHC  32.0,  WBC  5.1  million, 
bilirubin  1.4  (indirect  1.17). 

Review  of  the  blood  smear  showed  macrocytic  red  blood 
cells,  many  “shift”  red  cells  and  occasional  red  cells  with 
basophilic  stippling.  Heinz  bodies  after  acetylphenyl 
hydragine  incubation  were  formed  in  95'’r  of  red  cells,  but  in 
only  5'  r of  control  red  cells.  A heat  stability  test  for  unstable 
hemoglobin  was  negative,  but  an  ethanol  gelation  test  for 
unstable  hemoglobin  was  positive.  The  pyruvate  kinase 
screening  test  was  normal  but  the  quantitative  measure- 
ment of  red  cell  glucose-6-phosphate  dehydrogenase  (G6PG) 
showed  50' r of  normal  values. 

The  tests  were  repeated  and  the  ethanol  gel  test  was 
negative.  The  G6PD  was  found  to  be  clearly  deficient,  utiliz- 
ing a screening  test,  and  the  G6PD  assay  was  repeated  show- 

*Presented at  the  Montana-Wyoming  Regional  Meeting  of  the 
American  College  of  Physicians,  Sept.  13,  1975. 
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ing  only  lO'o  of  normal  activity.  The  results  indicated 
moderate  hemolytic  anemia  due  to  G6PD  deficiency. 

Review  of  the  immediate  family  members  showed  that 
neither  parent  had  a history  of  anemia,  jaundice  or 
gallstones.  Both  were  of  northern  European  extraction.  One 
female  sibling  had  never  been  jaundiced  nor  had  anemia. 
The  other  female  sibling  was  anemic  at  age  four  years  and 
responded  to  oral  iron.  Laboratory  values  of  the  family 
members  were  normal  and  not  remarkable  except  the 
mother  was  found  to  have  mild  persistent  reticulocytosis 
(3.7''r  to  2.8' c).  There  was  a history  of  anemia  in  several 
male  members  of  the  maternal  family,  but  a specific 
etiologic  diagnosis  had  not  been  established  in  any  family 
member.  With  this  information,  it  appeared  that  M.  P.,  the 
propositus,  had  a mild  hemolytic  anemia,  probably  con- 
genital, due  to  marked  deficiency  of  G6PD  activity  in  the  red 
cells.  G6PD  deficiency  is  a sex-linked  abnormality  and  the 
family  pedigree  certainly  fits  this  pattern  (Fig.  1). 

To  attempt  identification  of  the  enzymes.  Dr.  Ernest 
Beutler  at  the  City  of  Hope  National  Medical  Center  in 
Duarte,  California,  was  contacted.  Red  cells  from  the 
propositus  were  confirmed  by  Dr.  Beutler’s  laboratory  to  be 
deficient  in  G6PD  actively  with  activity  10%  of  normal.  Two 
hundred  millimeters  of  whole  blood  were  required  for  char- 
acterization of  the  enzyme.  Since  this  seemed  an  excessive 
amount  of  blood  to  be  drawn  from  a ten-year-old  child  with  a 
hemoglobin  of  10  grams,  samples  of  blood  were  obtained 
from  K.  S.  and  B.  R.  (Fig.  1).  Both  showed  very  low  levels  of 
G6PD  activity.  A 200  ml.  sample  of  blood  of  K.  S.  was  then 
sent  to  Dr.  Beutler  where  the  enzyme  was  partially  purified 
and  characterized.  The  activity  of  the  enzyme  was  5%  of  nor- 
mal. The  enzyme  was  extremely  labile,  losing  considerable 
activity  during  dialysis.  The  enzyme  was  so  unstable  that 
electrophoresis  showed  no  bands  except  in  the  pH  7 
phosphate  system.  Electrophoretic  mobility  was  normal  in 
that  system.  The  variant  enzyme  was  unique  and  was 
designated  G6PD  Missoula. 

Discus.sion 

Most  physicians  remember  deficiency  of 
G6PD  because  of  its  prevalence  in  the  black 
population  and  because  of  the  peculiar  situation 
of  norma!  hematologic  values  unless  there  is  un- 
usual stress,  such  as  exposure  to  an  oxidant 
drug,  when  abrupt  hemolysis  may  occur.  A brief 
elucidation  of  the  etiology  of  this  abnormality 
may  be  of  interest. 


160 


Rocky  Mountain  Medical  Journal 


Since  1926,  antimalarial  compounds  have 
been  known  to  cause  acute  hemolytic  anemia  in 
certain  dark-skinned  persons.  The  use  of  prima- 
quine during  the  Korean  War  with  resultant 
precipitation  of  drug-related  hemolysis  in  black 
males  led  to  investigation  of  the  cause  of  the  sen- 
sitivity of  certain  red  cells  to  this  drug,  and 
many  other  drugs  were  found  to  cause  hemolysis 
as  well.'-^  The  hemolysis  was  found  to  affect 
primarily  the  older  red  cells  and  if  the  inciting 
drug  were  continued  or  even  if  the  dose  was  in- 
creased, the  hemolysis  ceased  and  hemoglobin 
level  returned  to  normal.  Young  red  cells  were 
relatively  resistent  to  the  effects  of  the  drug. 
During  primaquine-induced  hemolysis,  Heinz 
bodies  appeared  transiently  in  the  red  cells, 
representing  denatured  hemoglobin.  During  in- 
vestigation, the  level  of  reduced  glutathione 
(GSSH)  in  susceptible  red  cells  was  found  to  be 
reduced,  and  subsequently  it  was  found  that 
G6PD  activity  was  reduced.  The  enhanced 
susceptibility  of  the  older  red  cells  to  the  drug- 
related  hemolytic  effect  was  explained  since  the 
G6PD  activity  decayed  with  age  in  the  red  cells 
so  that  enzyme  level  was  much  lower  in  older 
cells.  Since  red  cells  are  anucleate,  G6PD  could 
not  be  replaced  as  it  decayed  within  the  red  cell. 

Variant  G6PD  enzymes  are  now  known  to  be 
frequent  and  G6PD  deficiency  is  the  most  com- 
mon metabolic  abnormality  of  the  red  cell.  The 
clinical  manifestations  of  G6PD  variations  pre- 
sent as  a spectrum.  Some  population  studies 
have  detected  G6PD  variants  identified  by 
electrophoretic  mobility,  pH  optimum  for  peak 
activity  or  other  biochemical  maneuvers  to  be 
present  with  no  clinical  manifestations.  A large 
number  of  G6PD  enzyme  variants  exist  which 
resemble  the  A-variant  which  is  present  in  about 
ten  per  cent  of  American  black  males,  giving 
hemolysis  following  drug  exposure.  Vietnamese 
or  subjects  who  are  from  Mediterranean  stock 
also  frequently  have  this  abnormality  but  a 
different  variant  enzyme.  This  large  group  of 
affected  subjects  represent  moderately  severe 
enzyme  deficiency  but  despite  this,  they  are 
hematologically  normal  unless  exposed  to  some 
stress  such  as  oxidant  drug  exposure,  acidosis, 
infection  or  the  neonatal  state.  In  Greece,  G6PD 
deficiency  appears  to  be  the  underlying  factor  in 
the  majority  of  cases  of  neonatal  jaundice. 

Congenital  hemolytic  anemia  due  to  a G6PD 
enzyme  variant  with  extremely  low  activity  is  a 
rare  finding.  These  subjects  usually  have  mild 
anemia  which  often  escapes  detection.  There  is 


® — Splenectomy 

Q - Documented  Hemolytic  Anemia 

G.S  - Jaundice  Age  5 yeors 

JS.  — Accidental  death  age  12  neonotal  jaundice 

KS  - Age  35  Mild  hemolytic  anemia,  jaundice  following  viral  illnesses 
M S.-  Died  age  6 with  severe  joundice 

B.R  - Hemolytic  onemlo -Acute  anemia  after  Sulfo  drug  odministration - 
Required  transfusion.  Splenectomy  without  benefit. 

K.F  — Hemolytic  anemia,  congenital  Splenectomy  age  7 with  questionoble  benefit 
RS.-  Neonatal  joundice  Acute  anemia  following  Sulfa;  transfusion  required 
M P—  Propositus 

Fifi.  /.  Pedigree  of  family  of  propositus  (Case  Report). 

frequently  neonatal  jaundice  and  there  is  often 
increased  hemolysis  during  infections,  fever, 
drug  exposure  or  acidosis.  Frequently,  the 
anemia  is  compenstated  by  increased  red  ceil 
production. 

The  human  erythrocyte  derives  its  energy 
from  conversion  of  glucose  to  lactate,  either  by 
the  Embden-Meyerhof  pathway  or  by  the  hexose 
monophosphate  (HMP)  shunt  (Fig.  2).  Func- 
tion of  the  hexose  monophosphate  shunt  re- 
quires an  on-going  cycling  of  NADP  to  its 
reduced  form  (NADPH)  and  back.  NADPH  ox- 
idation is  accomplished  as  a result  of  interlock- 
ing enzymes  in  glutathione  metabolism.  As  a 
rule,  about  ninety  per  cent  of  glucose  is  con- 
verted to  lactate  via  the  Embden-Meyerhof 
pathway,  but  the  amount  that  enters  the  hexose 
monophosphate  shunt  varies  greatly  under 
different  circumstances.  For  the  HMP  shunt  to 
function,  NADP-dependent  dehydrogenase 
must  be  active  and  some  mechanism  must  exist 
to  reoxidize  NADPH  rapidly.  Reoxidation  of 
NADPH  depends  mainly  on  the  availability  of 
oxidized  glutathione  (GSSG)  and  upon 
NADPH-Iinked  GSSG  reductase.  Normally, 
any  factor  such  as  drug  or  infection  that  in- 
creases availability  of  oxidized  GSSG  favors  in- 
creased hexose  monophosphate  shunt  activity, 
and  conversely,  and  factor  which  reduces 
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Glucose 


Lactate 

Fig.  2.  Metabolic  pathway  for  glucose  in  the  human  red  cell. 

available  GSSG  or  which  inhibits  its  reduction 
may  potentially  reduce  the  flow  of  glucose  to  lac- 
tate through  the  hexose  monophosphate  shunt. 

When  the  flow  of  glucose  through  the  hexose 
monophosphate  shunt  is  restricted  by  deficiency 
of  enzymatic  activity,  clinical  disorders  may 
result.  Red  cells  are  virtually  completely  depen- 
dent upon  the  HMP  pathway  for  the  supply  of 
reduced  NADP.  Other  tissues  can  depend  upon 
the  citric  acid  cycle  metabolism  for  reduction  of 
NADP,  but  the  red  cell  lacks  this  pathway.  The 
dependence  upon  the  HMP  shunt  at  least  partly 
explains  the  unique  sensitivity  of  human  red  cell 
to  malfunctioning  of  the  HMP  shunt.  The 
absence  of  a nucleus  so  that  worn-out  enzyme 
molecules  cannot  be  replaced  also  explains 
susceptibility  of  the  red  cell  to  hereditary  en- 
zyme abnormality. 

The  importance  of  NADPH  to  the  red  cell 
appears  to  be  related  to  the  fact  that  it  acts  as  a 
co-enzyme  for  the  reduction  of  oxidized 
glutathione  (GSSG)  to  its  reduced  form  (GSH). 
Reduced  glutathione  appears  somehow  to 
protect  protein  sulfhydryl  groups;  primarily 
those  of  hemoglobin,  against  oxidation.  The  ex- 
act mechanism  is  not  known,  but  it  is  suspected 
it  may  directly  be  protective  or  may  act  by  de- 
toxifying hydrogen  peroxide  through  the  gluta- 
thione peroxidase  reaction. 

G6PD  deficiency  is  now  known  to  be  a very 
widely  distributed  abnormality  and  is  frequent 
in  several  population  groups.  This  deficiency  is 


potentially  highly  deliterious,  and  the  per- 
sistence of  this  genetic  abnormality  must  offer 
some  counter-balancing  advantage  to  the 
affected  individuals.  There  is  evidence  to 
suggest  that  resistence  to  falciparum  malaria 
might  offer  such  an  advantage.  The  distribution 
of  frequent  G6PD  deficiency  geographically 
parallels  that  of  malaria.  Less  severe  infections 
of  the  malaria  parasite  have  been  observed  in 
G6PD-deficient  persons,  and  in  females  who  are 
a mosaic,  i.e.  (having  some  red  cells  with  normal 
activity  and  some  with  reduced  activity)  the 
parasite  infection  is  greater  in  the  normal  red 
cells  than  in  those  with  increased  G6PD  ac- 
tivity.’^ 

Diagnosis  of  the  affected  individuals,  es- 
pecially the  A-type  of  deficiency  in  blacks,  may 
be  difficult  if  attempted  shortly  after  a 
hemolytic  episode  since  the  most  enzyme- 
deficient  cells  have  been  destroyed  and  the 
newly-formed  cells  present  in  the  peripheral 
blood  may  be  nearly  normal  in  enzyme  activity. 
G6PD  deficiency  should  be  suspected  in  a 
person  who  has  recently  experienced  a hemolytic 
episode,  has  many  reticulocytes  and  has  a nor- 
mal or  slightly  reduced  G6PD  level.  Under  these 
conditions,  one  would  expect  increased  levels  of 
G6PD  in  persons  without  G6PD  deficiency.  In 
this  situation,  the  diagnosis  can  be  established 
by  waiting  several  weeks  and  repeating  the  test. 
Another  maneuver  which  may  be  helpful  is  to 
centrifuge  a sample  of  patient  blood  in  a Wint- 
robe  hematocrit  tube  and  then  aspirate  an  ali- 
quot of  red  cells  from  the  bottom  of  the  tube  and 
use  these  cells  to  test  for  G6PD  activity.  The 
older  red  cells  settle  to  the  bottom  and  may 
demonstrate  enzyme  deficiency  which  is  not 
demonstrable  in  the  mixture  of  old  and  younger 
cells  found  in  the  usual  vein  puncture  sample.'* 

Treatment  of  this  condition  is  unsatisfac- 
tory. Splenectomy  for  the  rare  congenital  non- 
spherocytic  hemolytic  anemia  seems  only  rarely 
to  have  been  useful.  If  hemolysis  is  drug-related, 
affected  individuals  must  be  warned  to  avoid 
the  offending  drugs.  • 
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NEOSPORIN®  Ointment 

( polymyxin  B“bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad^spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
I tor  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 

■ • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
. pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
I infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
I lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection, 
t Pjophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended,  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  If  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept,  PML 
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Get  Your  Brand 
of  Continuing  Medical 

Education  at  the  AMA’s 
Annual  Convention, 
June  26-30, 1976 


Dallas  is  many  things  to  many  people~a  center 
of  high  fashion,  finance,  brainpower,  big  money, 
sports  events,  conventions,  art,  theater. . . . 

Bui,  after  this  June’s  Annual  Meeting,  for  you 
Big  D is  going  to  stand  for  Continuing  Medical 
Education  the  highest  quality  C.M.E.  and  the 
widest  assortment  of  C.M.E.  you’ve  ever  ex- 
perienced! 

This  meeting  features  new  and,  or  expanded 
methods  of  teaching  both  inside  and  outside  the 
classroom.  You  can  spend  every  day  participating 
in  several  types  of  learning  situations.  For  ex- 
ample, there  will  be  audio  and  tape  demonstra- 
tions; computer-assisted  instruction;  pre-  and 
post-tests  for  self-evaluation.  In  addition,  there 
will  be  “hands  on”  manikin  practice  and  many 
opportunities  to  participate  in  small  group  dis- 
cussions or  to  consult  with  course  instructors 
and  fellow  physicians.  Naturally,  we’re  repeat- 
ing a popular  feature  medical  motion  pictures. 
This  year,  there  will  be  30  all  scheduled  for 
your  convenience. 

C.M.E.  for  C redit—and  most  of  it, 
except  for  postgraduate  courses,  free 
To  help  you  fulfill  C.M.E.  requirements  for  the 
AMA  Physician’s  Recognition  Award  and  your 
state  or  specialty  society,  this  Annual  Meeting 
offers  many  opportunities  I13  in  fact  -to  earn 
Category  ! credits.  You’ll  have  your  choice  of 
57  postgraduate  courses  and  the  majority  of  47 
scientific  sessions  are  classed  for  Category  I. 
Hour-for-hour  credit  will  also  be  given  at  the 
Live  Teaching  Clinic,  Pulmonary  Function,  Dia- 
logue, and  at  the  8 telecourses  offered  in  the  Con- 
vention Center  and  the  Dallas  hotels.  (The  AMA 
will  provide  you  with  a certificate  of  attendance; 
make  sure  you  report  your  credits  to  your  state 
or  specialty  society.) 


Other  Highlights 
A majority  of  physicians  regard  the  exhibit  area 
as  one  of  the  most  important  features  of  AMA 
meetings,  if  you  happen  to  be  one  who  values 
this  one-to-one  peer,  communication  with  ex- 
hibitors, Dallas  won’t  disappoint  you.  There  will 
be  300  exhibits,  evenly  divided  between  scientific 
and  industrial.  Last,  but  not  least,  is  the  I8th 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Every  year  it  gets  bigger  and  better — 
you  won’t  want  to  miss  this  year’s  Conference. 

How  to  fill  post-Convention  hours, 
if  you  have  an  ounce  of  energy  left 
If  you’ve  never  been  to  Dallas,  you’re  in  for 
some  surprises.  Even  though  you’ll  see  some 
Texas-style  hats  and  hear  quite  a few  “Y’ali’s,” 
Dallas  is  neither  typically  Western  nor  typically 
Southern.  It  is  simply  Dallas — a city  of  fashion, 
style,  flair,  fun,  and  even,  grace. 

The  AMA  Auxiliary  is  planning  many  events 
during  the  Convention.  No  need  to  list  them  here 
for  you  can  receive  the  details  by  contacting  the 
AMA  by  phone  or  address  as  shown  below. 

Dallas  offers  a potpourri  of  entertainment  to 
suit  every  taste  and  lifestyle.  For  animal  lovers, 
there’s  a Lion  Country  Safari  and  a great  zoo. 
If  you’ve  never  seen  a rodeo,  don’t  miss  the 
Mesquite  Cf.ampionship  Rodeo.  It  will  give  you 
plenty  to  talk  about!  There’s  a fantastic  theatre 
center  and  numerous  museums  for  culture  de- 
votees. For  those  who  like  it  swinging  and  festive, 
there  are  clubs,  cabarets,  and  corner  pubs.  And 
shopping!  Dallas  boasts  you  can  find  everything 
from  his  and  her  airplanes  to  unique  $5  gifts.  If 
you’ve  ever  seen  the  Neiman-Marcus  catalog, 
you  know  that’s  not  an  idle  boast.  Oh,  one  word 
about  the  restaurants:  don’t  come  expecting  to 
diet.  Dining  out  in  Dallas  is  an  adventure  for  both 
the  novice  and  gourmet! 


For  further  injor/tiation  about  the  courses,  sessions,  hotel-rnotel  reservations,  and  AMA  Auxiliary  activities, 

please  write  or  phone  to: 

American  Medical  Association/Department  of  Registration  Services 
535  North  Dearborn  Street/Chicago,  IL  60610/(312)  751-6187 


Colorado  State  Science  Fair 


The  1976  Colorado  State  Science  Fair  was  held 
April  9-10  at  the  Cinderella  City  Shopping  Center, 
Englewood,  Colorado.  The  diligent,  original  studies 
and  hard-earned  conclusions  were  open  to  the  public 
who  shared  with  the  Colorado  Medical  Society,  a 
sponsor  for  the  21  years  of  the  Fair’s  existence,  a pride 
in  youthful  accomplishment. 

First  Overall  Winner  in  the  Senior  High  Group 
was  Peter  A.  Sandborn,  a sophomore  at  Fort  Collins 
High  School,  Fort  Collins,  who  was  first  Overall 
Winner  in  the  Junior  High  Group  in  1975.  This  year, 
for  the  first  time,  10th  graders  had  the  option  of  being 
judged  either  with  Senior  or  Junior  high  groups. 

Sandborn’s  study  of  “Torque  of  Rubber”  won  him 
special  awards  that  included  the  American  Society  of 
Mechanical  Engineers,  Colorado-Wyoming  section, 
award;  The  Denver  Post  award;  an  MIT  Alumni  of 
Colorado  award;  and  entree  to  the  Internaional 
Science  and  Engineering  Fair,  which  will  be  open  to 
the  public  on  May  13  and  14  at  Currigan  Hall, 
Denver. 

Second  Overall  Winner  in  the  Senior  High  group 
was  Mary  Theobald,  a senior  at  Golden  Senior  High 
School,  Golden,  whose  exhibit  on  the  “Investigation 
of  the  Effects  of  Glaciation  on  the  Concentration  of 
Heavy  Minerals  in  the  Big  Thompson  River”  won  her 
nine  special  awards,  as  well  as  entree  into  the  Inter- 
national Science  and  Engineering  Fair. 

Other  special  awards  to  Mary  Theobald  included 
the  Colorado  Mineral  Society  award;  a First  Place 
award  from  the  Colorado  Scientific  Society;  the  In- 
stitute of  Arctic  and  Alpine  Research  award;  a First 
Place  award  from  the  Rocky  Mountain  Association  of 
Geologists;  second  place  in  the  United  States  Navy 
Science  awards;  a certificate  from  the  United  States 
Army;  the  John  Wiley  & Sons  Writing  Award;  the 
Hewlett  Packard  Company  Award,  and  an  MIT 
Alumni  of  Colorado  award. 

Third  Place  Overall  Winner  in  the  Senior  High 
group  was  Kathleen  Sullivan,  senior  at  Palmer  High 
School,  Colorado  Springs,  whose  study  of  the  “Induc- 
tion of  Tolerance  by  Monomeric  Antigens  Collected 
by  Phenylhydrazination  and  Subsequent  Sulfona- 
tion”  also  won  for  her  the  Colorado  Medical  Society 
award,  an  MIT  Alumni  of  Colorado  award,  and  the 
Texas  Instruments  award. 

First  Place  Overall  Winner  in  the  Junior  High 
group  was  Ben  Shaw,  9th  grader  at  Hill  Junior  High 
School,  Denver,  who  made  “An  Investigation  Into 
The  Causes  and  Methods  of  Movement  in  Two  Green 
Plant  Species.”  Young  Shaw  also  won  a United  States 
Army  Certificate.  He  placed  first  in  Botany  in  Junior 
High  judging. 

Second  Place  Overall  Winner  in  the  Junior  High 
group  was  Jody  Jolliffe,  9th  grader.  Fort  Morgan 
Junior  High  School,  Fort  Morgan,  who  made  a study 
of  “Which  Leading  Brand  Detergent  Is  Really  the 
Best?”  For  this  presentation  she  won  first  place  in  the 
Physical  Sciences  judging  for  Junior  High  entries. 


Peter  Sandborn,  sophomore  at  Fort  Collins  High  School, 
Fort  Collins,  stands  beside  his  top-winning  exhibit  of 
"Torque  of  Rubber"  which  won  him  five  awards,  as  well  as 
the  opportunity  to  compete  in  the  International  Science  and 
Engineering  Fair,  here  in  Denver. 

Janet  Bornmann,  9th  grader  at  Wiggins  Junior 
High  School,  Wiggins,  placed  third  in  the  Junior  High 
group  for  her  display  on  “Making  Useful  Products 
from  Onion  Skins.”  Janet  received  the  award  of  the 
Flatirons  Kiwanis  Club  of  Boulder,  the  second  place 
award  of  the  Society  of  Women  Engineers;  a cer- 
tificate from  the  United  States  Army;  and  placed  sec- 
ond in  Physical  Sciences  in  Junior  high  judging. 

As  in  the  previous  20  Fairs,  the  Colorado  State 
Science  Fair  is  sponsored  by  the  Colorado  Medical 
Society;  American  Cancer  Society,  Colorado 
Division;  Colorado  Engineering  Council;  Colorado 
Medical  Society  Auxiliary;  National  Bureau  of 
Standards;  National  Oceanic  and  Atmospheric  Ad- 
ministration, the  Office  of  Telcommunications/Insti- 
tute  for  Telecommunication  Sciences,  and  The 
Denver  Post.  Dr.  Sam  Shushan  again  served  as  Fair 
Director,  with  Mrs.  Eileen  Irwin  serving  as  Executive 
Secretary.  Consultants  were  Charles  Bragaw,  Dr. 
Calvin  Fisher,  and  Mrs.  Betty  Whitmore.  Mrs. 
Eleanor  Campbell  was  Hospitality  Chairman. 

In  the  Senior  High  Division,  Terrell  L.  Johns,  a 
senior  at  Rocky  Ford  High  School,  Rocky  Ford,  took 
first  place  in  the  Botany  judging  with  his  report  on 
“The  Affect  of  an  Antibiotic  on  Plants”,  while  David 
Ostwald,  a sophomore  in  Fort  Morgan,  placed  second 
for  his  study  on  the  subject  of  “Do  Soil-Inhibiting 
Organisms  Inhibit  the  Growth  of  Escherichia  Coli?” 
Matt  Stermitz,  a ninth-grader  at  Lesher  Junior  High 
School  at  Fort  Collins,  took  third  place  with  his 
probe,  “Can  We  Find  a Natural  Method  for  Weed 
Control?” 
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In  the  Junior  High  Botany  Division,  first  place 
was  taken  by  Ben  Shaw,  a ninth  grader  at  Hill  Junior 
High  School,  Denver,  with  his  “An  Investigation  Into 
the  Causes  and  Methods  of  Movement  in  Two  Green 
Plant  Species.” 

Jim  Roucis,  eighth-grader  in  All  Saints  School, 
Denver,  placed  second  with  an  exhibit  on  “The  Effect 
of  Unconcentrated  Ozone  on  the  Growth  of  the  Bean 
Plant.”  Third  place  went  to  Mark  Edson,  ninth- 
grader  in  Brush  High  School,  Brush,  for  presenting 
the  question  “Is  Taxonomic  Identification  in  Mono- 
cotyledons and  Dicotyledons  Possible  by  Chlorophyll 
Analysis?” 

Stanley  Alan  Thielke,  eight-grader  at  Our  Lady  of 
Fatima  School,  Lakewood,  won  Honorable  Mention 
for  studying  “The  Effect  of  Ultraviolet  Radiation  on 
Bean  Plants.” 

First  Place  in  Senior  High  Engineering  went  to 
Peter  A.  Sandborn,  First  Overall  Winner  in  the  Senior 
High  Group,  a sophomore  at  Fort  Collins  High 
School,  Fort  Collins,  for  his  outstanding  study  on 
“Torque  of  Rubber.” 

Second  place  in  Senior  Engineering  went  to 
Donald  Holmgren,  junior  at  Wasson  High  School, 
Colorado  Springs,  for  work  done  on  “Bringing  Up  a 
Home  Computer.”  Brian  Pearsall  placed  Third  with 
his  study  on  “A  High  Speed  CRT  Terminal.” 

In  the  Junior  High  Division  of  Engineering  Gilbert 
Carmen  ranked  First  with  a study  of  “De  Bug.”  He  is 
an  eighth  grader  at  Bayfield  High  School,  Bayfield, 
Colorado.  Tony  C.  White,  an  eighth  grader  at  Christ 
the  King  Parochial  School,  Denver,  took  Second 
Place  honors  with  a study  of  “Solar  Heating.”  For  her 
study  of  the  “Use  of  Spent  Oil  Shale  in  Concrete” 
Michele  Craig,  seventh  grader  at  St.  Mary’s,  Prince 
Street  School,  Littleton,  was  given  Third  Place. 

Justin  Marble  took  on  “An  Algorithim  That  Tests 
the  Four  Color  Theorem”  for  his  study  which  took 
First  Place  in  the  Mathematics  Section.  Marble  is  a 
sophomore  at  Arickaree  High  School  at  Anton. 

Edward  Perkins  received  Second  Place  for  his  dis- 
play on  “Fibonacci-Like  Series  (Some  Unusual 
Relationships).”  Perkins  is  a senior  at  Thomas 
Jefferson  High  School,  Denver. 

Robert  Wain,  senior  at  Ranum  High  School, 
Denver,  received  Third  Place  for  his  study  on  the 
“Stock  Market.” 

In  the  Junior  High  Division,  First  Place  in 
Mathematics  was  taken  by  Michael  Gorder,  eighth 
grader  at  York  Junior  High  School  in  Thornton  with 
his  display  of  “Planetary  Motion.” 

Stacey  Thompson,  seventh  grader  at  Holyoke 
Grade  School,  Holyoke,  was  Second  Place  winner  for 
her  paper  on  “How  Often  Are  Da  Vinci’s  Statements 
of  Human  Proportions  True?” 

For  her  display  on  “The  Magic  Sequence”,  Kris  J. 
Wilson,  seventh  grader  at  Cortez  Junior  High  School 
in  Cortez,  received  Third  Place,  and  Robert  Munger, 
ninth  grader  at  Nevin  Platt  Junior  High  School, 
Holyoke,  received  an  Honorable  Mention  for  a study 
of  “Biorhythms.” 

Mary  Theobald,  senior  at  Golden  Senior  High 
School,  Golden,  was  honored  with  the  First  Place  in 
Physical  Science  entries  for  her  display  on  an 


Mary  Theobald,  senior  at  Golden  Senior  High  School, 
Golden,  was  second  overall  winner  in  the  Colorado  State 
Science  Fair  for  her  much  honored  display  that  was  an 
“Investigation  of  the  Effect  of  Glaciation  on  the  Concentra- 
tion of  Heavy  Minerals  in  the  Big  Thompson  River”. 

“Investigation  of  the  Effects  of  Glaciation  on  the 
Concentration  of  Heavy  Minerals  in  the  Big 
Thompson  River.” 

For  his  “Comparison  of  Energy  Production  from 
Alcoholic  Fermentation  and  Direct  Combustion  of 
Corn  Refuse”,  Rono  J.  Mathieson,  senior  at  Cherry 
Creek  High  School,  Englewood,  was  ranked  second  in 
the  Physical  Sciences. 

Craig  Denison,  senior  at  Delta  High  School,  Delta, 
was  given  a Third  Place  for  his  “Inquiry  Into  the 
Krushnik  Effect.” 

An  Honorable  Mention  was  given  Dave  Hall, 
senior  at  Cherry  Creek  High  School,  Englewood,  for 
his  “Analysis  of  After-Images.” 

In  the  Junior  High  Division  of  Physical  Sciences, 
Jody  Jollife,  ninth  grader  at  Fort  Morgan  Junior  High 
School  at  Fort  Morgan,  ranked  First  for  studying 
“Which  Leading  Brand  Detergent  Is  Really  The 
Best?” 

Janet  Bornman,  ninth  grader  at  Wiggins  Junior 
High  School,  Wiggins,  was  given  Second  Place  for  a 
display  on  “Making  Useful  Products  from  Onion 
Skins.” 

Jay  Vickers,  eighth  grader  at  Wiggins  Junior  High 
School,  Wiggins,  received  a Third  Place  rank  for 
studying  “Asphalt:  The  Base  of  Our  Highways.” 

There  was  an  Honorable  Mention  for  JoAnn 
Steyaert,  ninth  grader  from  Brush  High  School, 
Brush,  for  studying  the  “Efficiency  of  Cigarette 
Filters.” 

Kathleen  Sullivan,  senior  from  Palmer  High 
School,  Colorado  Springs,  took  First  Place  in  the 
Zoology  section  with  her  study  on  “Induction  of 
Tolerance  by  Monomeric  Antigens  Collected  by  Phe- 
nylhydrazination  and  Subsequent  Sulfonation.” 

Donald  Beard,  junior,  Hotchkiss  High  School, 
Hotchkiss,  took  Second  Place  with  a display  on  the 
“Chironomidae  Indicators  of  Variance  of  Water 
Quality.” 
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Rocky  Mountain  Medical  Journal 


Kathleen  Sulliuan,  senior  at  Palmer  High  School  in 
Colorado  Springs,  took  the  Colorado  Medical  Society 
Award,  as  well  as  an  MIT  Alumni  of  Colorado  award,  and 
First  Place  in  Zoology  in  the  Senior  High  Division.  She  is 
shown  standing  beside  her  display  on  “Introduction  of 
Tolerance  by  Monomeric  Antigens  Collected  by  Phenylhy- 
drazination  and  Subsequent  Sulfonation." 

Amy  Dreves,  junior,  Poudre  High  School,  Fort 
Collins,  took  Third  Place  for  an  exhibit  on  the 
“Freezing-mortality  of  the  Mountain  Pine  Beetle  Lar- 
vae.” 

Kurt  F.  Papenfus,  senior,  Golden  High  School, 
Golden,  received  an  Honorable  Mention  for  his  ex- 
hibit entitled  “Food  Budget,  Development  and 
Behavioral  Traits  of  the  Nestling  Mountain  White- 
Crowned  Sparrow  in  Captivity.” 

Ellen  Jansen,  ninth  grader  at  Lesher  Junior  High 
School,  Fort  Collins,  received  First  Place  in  the 
Junior  High  Division  in  Zoology  for  “A  Study  of  Plant 
Protein  in  the  Growth  of  Young  Rats.” 

For  a study  of  “Heartbeat  of  a Damselfly 
Nymph — Does  a Change  in  Temperature  Affect  It?” 
Dianna  Doherty,  eighth-grader  at  Branson  School, 
Branson,  was  given  Second  Place. 

Tracy  Gramlich,  ninth  grader  at  Fort  Morgan 
Junior  High  School,  Fort  Morgan,  was  given  a Third 
Place  award  for  a study  of  “Do  Barometric  Pressure 
and  Temperature  Changes  Affect  Human  Behaivor?” 

An  Honorable  Mention  went  to  Dan  Gillespie, 
seventh-grader  at  Orchard  Mesa  Junior  High  School, 
Grand  Junction,  for  an  exhibit  demonstrating  the 
“Effects  of  Different  Foods  Upon  Metabolism.” 

A number  of  academic  scholarships  were 
recommended.  Kathleen  Sullivan  and  Mary 
Theobald  were  recommended  to  the  University  of 
Colorado,  with  Brian  Pearsall  as  Alternate.  Samuel 
Pool,  senior  at  North  High  School,  Denver,  was 
recommended  for  a full  scholarship  at  Colorado 
School  of  Mines. 


Pam  Babcock,a  senior  at  Boulder  High  School, 
Boulder,  was  recommended  for  a scholarship  at  Mesa 
Junior  College,  while  Karl  Robinson,  senior  at  Mullen 
High  School,  Englewood,  was  recommended  for  a 
scholarship  at  Fort  Lewis  State  College. 

Jack  Heidrick,  senior  at  Brush  High  School, 
Brush,  and  Oran  Kanode,  senior.  Highland  High 
School,  Ault,  were  recommended  for  scholarships  to 
Northeastern  Junior  College. 

1976  SPECIAL  AWARDS 
Amelia  Earhart  Award 
Zonta  Club  of  Boulder  County 

Tracy  Gramlich,  9th  grade.  Fort  Morgan  Junior 
High  School,  “Do  Barometric  Pressure  and 
Temperature  Changes  Affect  Human  Behav- 
ior?” 

American  Cancer  Society,  Colorado  Division 

Junior  High 

First  Place:  Tana  Mayhan,  7th  grade,  Kim  School, 
Kim,  “Enzymes — Agents  of  Life”  (Z) 

Second  Place:  Tom  Pipkin,  9th  grade,  Washington 
Irving  Junior  High  School,  Colorado  Springs, 
“Regeneration  of  Planaria”  (Z) 

Senior  High 

First  Place:  Glenda  Biggs,  12th  grade.  High  School, 
Ault,  “The  Effects  of  DES  and  Testerone  on  Sex 
Differentiation  in  Chickens”  (Z) 

Second  Place:  Julie  Bryant,  12th  grade,  Eaton 
High  School,  Eaton,  “Study  of  X-ray  Induced 
Mutation  in  Drosophilia  Melanogaster”  (Z) 

American  Society  of  Microbiology 
Junior  High 

First  Place:  Paula  Russell,  8th  grade.  Divine 
Redeemer  Junior  High  School,  Colorado 
Springs,  “The  Effects  of  Copper  Sulfate  on  the 
Growth  of  Euglena  Gracolis”  (B) 

Second  Place:  Donald  Ostwald,  9th  grade.  Fort 
Morgan  Junior  High  School,  Fort  Morgan, 
“Does  the  Absence  of  Nitrifying  Bacteria  Affect 
the  Growth  of  Plants?”  (B) 

Third  Place:  Leslie  Sniff,  7th  grade,  Lamar  Junior 
High  School,  Lamar,  “Comparative  Bacteria! 
Studies  of  Toothpaste  and  Mouthwash”  (B) 
Senior  High 

First  Place:  Dave  Tedder,  9th  grade,  Heath  Junior 
High  School,  Greeley,  “The  Effects  of  An- 
tibiotics on  Escherichia  Coli  Strains”  (Z) 

Second  Place:  Rono  J.  Mathieseon,  12th  grade, 
Cherry  Creek  High  School,  Englewood,  “Com- 
parision  of  Energy  Production  from  Alcoholic 
Fermentation  and  Direct  Combustion  of  Corn 
Refuse”  (P) 

Third  Place:  David  Ostwald,  10th  grade,  Fort 
Morgan  High  School,  Fort  Morgan,  “Doi  Soil- 
Inhibiting  Organisms  Inhibit  the  Growth  of 
Escherichia  Coli?”  (B) 

Honorable  Mention:  Terrell  L.  Johns,  12th  grade, 
Rocky  Ford  High  School,  Rocky  Ford,  “The 
Affect  of  an  Antibiotic  on  Plants”  (B) 

Honorable  Mention:  Joel  Z.  Melnick,  10th  grade, 
George  Washington  High  School,  Denver, 
“Cultured  Human  Cancer  Cell”  (Z) 
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Boulder  Chapter  of  Sigma  Xi 

Cecil  Hume,  12th  grade,  Walsh  High  School, 
Walsh,  “Rainfall  Simulator’” 

Colorado  Medical  Society 

Kathleen  Sullivan,  12th  grade.  Palmer  High 
School,  Colorado  Springs,  “Induction  of 
Tolerance  by  Monomeric  Antigens  Collected  by 
Phenylhydrazination  and  Subsequent  Sulfona- 
tion”  (Z) 

Colorado  Psychological  Association 

Junior  High 

Amy  Wisdom,  9th  grade.  Frenchman  RE-3, 
Fleming,  “The  Effect  of  Sound  on 
Memorization”  (Z) 

Senior  High 

Renee  Bran,  10th  grade,  Wasson  High  School, 
Colorado  Springs,  “Effects  of  Environmental 
Condition  on  the  Mental  Growth  of  a Rat”  (Z) 

Colorado  Science  Teachers  Association 
Junior  High 

Scott  Wilshire,  8th  grade.  Fort  Morgan  Junior  High 
School,  Fort  Morgan,  “How  Will  Various 
Vitamins  Affect  Plants?”  (B) 

Senior  High 

Gary  Marx,  11th  Grade,  Mitchell  High  School, 
Colorado  Springs,  “Is  Streptomycin  an  Effective 
Restraint  Against  Agrobacterium  tumefaci- 
ens?”  (B) 

Aerospace  and  Electronics  Systems  Group 
of  the  Institute  of 

Electrical  and  Electronics  Engineers 

Brian  Pearsall,  12th  grade,  Montrose  High  School, 
Montrose,  “A  High  Speed  CRT  Terminal”  (E) 
Colorado  Chapter  of  the 
Soil  Conservation  Society  of  America 
Junior  High 

Michele  Craig,  7th  grade,  St.  Mary’s  School, 
Littleton,  “Use  of  Spent  Oil  Shale  in  Concrete” 
(E) 

Senior  High 

Oran  Kanode,  12th  grade.  Highland  High  School, 
Ault,  “The  Continued  Studies  of  Pseudolep- 
toides  Mites  on  Blue  Gamma”  (Z) 

Colorado  Heart  Association 

First  Place;  Kibbie  Termer,  12th  grade.  Rocky  Ford 
High  School,  Rocky  Ford,  “Artherosclerotic 
Deposits  in  the  Cardiovascular  System 
Resulting  From  High  Blood  Cholesterol  and  Tri- 
glycerol Levels  Related  to  Diet”  (Z) 

Second  Place:  Tony  Sundermeier,  11th  grade, 
Lamar  High  School,  Lamar,  “Does  Running 
Effect  the  Pulse  Rate?  Is  Age  a Factor  is 
Recovery  Time”  (Z) 

Third  Place:  Deborah  K.  Boyce,  12th  grade,  John 
F.  Kennedy  High  School,  Denver,  “Streptococ- 
cal Infection — Diagnosis  and  Community  Ac- 
tion” (Z) 

Colorado  Scientific  Society 

Junior  High 

First  Place;  Chris  S.  Hilmes,  9th  grade,  Monte 
Vista,  High  School,  Monte  Vista,  “Solar  Energy: 
A Fuel  for  the  Future,  or  Now?”  (P) 


Second  Place:  Ronald  Toomey,  7th  grade,  Orchard 
Mesa  Junior  High  School,  Grand  Junction, 
“Ozone  Destruction,  A Blue  Sky  Problem”  (P) 
Senior  High 

First  Place:  Mary  Theobald,  12th  grade.  Golden 
Senior  High  School,  Golden,  “Investigation  of 
the  Effects  of  Glaciation  on  the  Concentration  of 
Heavy  Minerals  in  the  Big  Thompson  River”  (P) 

Second  Place:  Michael  W.  Scheetz,  11th  grade. 
Delta  High  School,  Delta,  “Pteranodon”  (Z) 

Colorado  Mineral  Society 

Junior  High 

Michael  R.  Dunlap,  7th  grade.  All  Souls  School, 
Englewood,  “Have  Birds  Changed  in  Skeletal 
Features  During  the  Last  180  Years?”  (Z) 
Senior  High 

Pam  Babcock,  12th  grade,  Boulder  High  School, 
Boulder,  Reclaiming  of  a Gravel  Pit”  (B) 

Mary  Theobald,  12th  grade.  Golden  Senior  High 
School,  Golden,  “Investigation  of  the  Effects  of 
Glaciation  on  the  Concentration  of  Heavy 
Minerals  in  the  Big  Thompson  River”  (P) 

Michael  W.  Scheetz,  11th  grade.  Delta  High 
School,  Delta,  “Pteranodon”  (Z) 

Colorado  Society  of 

Clinical  Pathologists  and 
Colorado  Society  for  Medical  Technology 

First  Place:  Lisa  Mallette,  9th  grade,  Broomfield 
Junior  High  School,  “Laser  Refractometry  of 
Solutions”  (P) 

Second  Place:  Tana  Mayhan,  7th  grade,  Kim 
School,  Kim,  “Enzymes — Agents  of  Life”  (Z) 

Denver- Boulder  Chapters  of  the 
Antenna  and  Propagation  Society  of  the 
Institute  of  Electrical  and  Electronic  Engineers 

First  Place:  Ed  Whisenant,  12th  grade,  Salida  High 
School,  “An  Experimental  Contrast  of  Magnetic 
Susceptability”  (Z) 

Second  Place:  Lisa  Malette,  9th  grade,  Broomfield 
Junior  High  School,  “Laser  Refractometry  of 
Solutions”  (P) 

Eastman  Kodak  Company 

Senior  High 

Robert  Leben,  12tb  grade,  Holyoke  High  School, 
“Astrophotography  of  Comet  West”  (P) 

Institute  of  Arctic  and  Alpine  Research 

Senior  High 

Mary  Theobald,  12th  grade.  Golden  Senior  High 
School,  Golden,  “Investigation  of  the  Effects  of 
Glaciation  on  the  Concentration  of  Heavy 
Minerals  in  the  Big  Thompson  River”  (P) 

Mile  High  Chapter,  Armed  Forces 

Communications  and  Electronics  Association 

Brian  Pearsall,  12th  grade,  Montrose  High  School, 
Montrose,  “A  High  Speed  CRT  Terminal”  (E) 

National  Aeronautics  and  Space  Administration 
Junior  High 

Michael  S.  Gorder,  8th  grade,  York  Junior  High 
School,  Thornton,  “Planetary  Motion”  (M) 

Ronald  Haller,  9th  grade.  Hill  Junior  High  School, 
“Anti-Gravity  Demonstrator”  (B) 
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Senior  High 

Craig  Denison,  11th  grade,  Delta  High  School, 
Delta,  “Inquiry  into  the  Krushnik  Effect”  (P) 

Robert  Leben,  12th  grade,  Holyoke  High  School, 
Holyoke,  “Astrophotography  of  Comet  West” 

(P) 

Samuel  E.  Pool,  12th  grade.  North  High  School, 
Denver,  “Rocket  Stability  by  Alteration  of  Com- 
bustion Chamber”  (E) 

National  Park  Service 

Senior  High 

Pam  Babcock,  12th  grade,  Boulder  High  School, 
Boulder,  “Reclaiming  of  a Gravel  Pit”  (B) 

Rocky  Mountain  Association  of  Geologists 
Junior  High 

First  Place:  Jay  Vickers,  8th  grade,  Wiggins  Junior 
High  School,  Wiggins,  “Asphalt:  The  Base  of 
Our  Highways”  (P) 

Second  Place:  Michele  Craig,  7th  grade,  St.  Mary’s 
School,  Littleton,  “Use  of  Spent  Oil  Shale  in 
Concrete”  (E) 

Senior  High 

First  Place:  Mary  Theobald,  12th  grade.  Golden 
Senior  High  School,  Golden,  “Investigation  of 
the  Effects  of  Glaciation  on  the  Concentration  of 
Heavy  Minerals  in  the  Big  Thompson  River”  (P) 

Second  Place:  Michael  W.  Scheetz,  11th  grade. 
Delta  High  School,  Delta,  “Pteranodon”  (Z) 

Third  Place:  Donald  Beard,  11th  grade,  Hotchkiss 
High  School,  Hotchkiss,  “Chironomidae  In- 
dicators of  Variance  of  Water  Quality”  (Z) 

Honorable  Mention:  Pam  Babcock,  12th  grade, 
Boulder  High  School,  Boulder,  “Reclaiming  of  a 
Gravel  Pit”  (B) 

Rocky  Mountain  Bioengineering  Symposium,  Inc. 

First  Place:  Patty  Sandborn,  9th  grade,  Lesher 
Junior  High  School,  Fort  Collins,  “Bug  Buzz:  A 
Study  of  Insect  Flight”  (Z) 

Second  Place:  Nancy  Hatcher,  10th  grade,  Wasson 
High  School,  Colorado  Springs,  “What  Causes 
Abrasion:  The  Toothbrush?  The  Toothpaste? 
The  Chemicals?”  (P) 

Society  of  Women  Engineers 

Junior  High 

First  Place:  Michele  Craig,  7th  grade,  St.  Mary’s 
School,  Littleton,  “Use  of  Spent  Oil  Shale  in 
Concrete”,  (E) 

Second  Place:  Janet  Bornmann,  9th  grade,  Wiggins 
Junior  High  School,  Wiggins,  “Making  Useful 
Products  From  Onion  Skins”  (P) 

Carmen  Gilbert,  8th  grade,  Bayfield  High  School, 
Bayfield,  “De  Bug”  (E) 

Senior  High 

Betsy  Gowan,  10th  grade,  St.  Mary’s  High  School, 
Colorado  Springs,  “Effect  of  Background  Noises 
on  Reaction  Time”  (Z) 

Second  Place:  Patty  Sandborn,  9th  grade,  Lesher 
Junior  High  School,  Fort  Collins,  “Bug  Buzz:  A 
Study  of  Insect  Flight”  (Z) 


Denver  Chapter 

American  Meteorological  Society 

Junior  High 

Tracy  Gramlich,  9th  grade.  Fort  Morgan  Junior 
High  School,  Fort  Morgan,  “Do  Barometric 
Pressure  and  Temperature  Changes  Affect 
Human  Behavior?”  (Z) 

Senior  High 

David  Blakemore,  11th  grade,  Eads  High  School, 
Eads,  “Observing  the  Growth  of  Water  on 
Condensation  Nuclei”  (P) 

Colorado- Wyoming  Section  of 
American  Society  of  Mechanical  Engineers 

Peter  A.  Sandborn,  10th  grade.  Fort  Collins  High 
School,  Fort  Collins,  “Torque  of  Rubber”  (E) 

Flatirons  Kiwanis  Club  of  Boulder 

Junior  High 

Janet  Bornmann,  9th  grade,  Wiggins,  Junior  High 
School,  Wiggins,  “Making  Useful  Products  From 
Onion  Skins”  (P) 

Senior  High 

Linda  M.  Reider,  10th  grade.  Fort  Collins  High 
School,  Fort  Collins,  “Which  Method,  Stakes,  or 
Towers,  Best  Improves  the  Yield  of  Tomato 
Plants?”  (B) 

John  Wiley  & Sons  Writing  Award 

Mary  Theobald,  12th  grade.  Golden  Senior  High 
School,  Golden,  “Investigation  of  the  Effects  of 
Glaciation  on  the  Concentration  of  Heavy 
Minerals  in  the  Big  Thompson  River”  (P) 

The  Denver  Post 

Peter  A.  Sandborn,  10th  grade.  Fort  Collins  High 
School,  Fort  Collins,  “Torque  of  Rubber”  (E) 

Hewlett-Packard  Company 

Mary  Theobald,  12th  grade.  Golden  High  School, 
Golden,  “Investigation  of  the  Effects  of  Glacia- 
tion on  the  Concentration  of  Heavy  Minerals  in 
the  Big  Thompson  River”  (P) 

MIT  Alumni  of  Colorado 

Terrell  L.  Johns,  12th  grade.  Rocky  Ford  High 
School,  Rocky  Ford,  “The  Affect  of  an  Antibiotic 
on  Plants”  ‘(B) 

Justin  Marble,  10th  grade,  Arickaree  High  School, 
Anton,  “An  Algorithim  That  Tests  the  Four 
Color  Theorem”  (M) 

Peter  A.  Sandborn,  10th  grade.  Fort  Collins  High 
School,  Fort  Collins,  “Torque  or  Rubber”  (E) 

Kathleen  Sullivan,  12th  grade,  Palmer  High 
School,  Colorado  Springs,  “Induction  of 
Tolerance  by  Monomeric  Antigens  Collected  by 
Phenylhydrazination  and  Subsequent  Sulfona- 
tion”  (Z) 

Mary  Theobald,  12th  grade.  Golden  Senior  High 
School,  Golden,  “Investigation  of  the  Effects  of 
Glaciation  on  the  Concentration  of  Heavy 
Minerals  in  the  Big  Thompson  River”  (P) 
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Texas  Instruments 

Kathleen  Sullivan,  12th  grade,  Palmer  High 
School,  Colorado  Springs,  “Induction  of 
Tolerance  by  Monomeric  Antigens  Collected  by 
Phenylhydrazination  and  Subsequent  Sulfona- 
tion”  (Z) 

Boulder  Laboratories  of 
U.S.  Department  of  Commerce 
Senior  High 

First  Place;  Brian  Pearsall,  12th  grade,  Montrose 
High  School,  Montrose,  “A  High  Speed  CRT 
Terminal”  (E) 

Alternate;  Jack  D.  Heidrick,  12th  grade.  Brush 
High  School,  Brush,  “The  Fundamentals  of  the 
Transmission  and  Reception  of  a Modulated 
Light  Beam”  (E) 

United  States  Navy  Science  Award 
Senior  High 

First  Place;  Donald  Beard,  11th  grade,  Hotchkiss 
High  School,  Hotchkiss,  “Chironmidae  In- 
dicators of  Variance  of  Water  Quality”  (Z) 

Second  Place;  Mary  Theobald,  12th  grade.  Golden 
Senior  High  School,  Golden,  “Investigation  of 
the  Effects  of  Glaciation  on  the  Concentration  of 
Heavy  Minerals  in  the  Big  Thompson  River”  (P) 

United  States  Air  Force 

Zoology;  Amy  Dreves,  11th  grade,  Poudre  High 
School,  Fort  Collins,  “Freezing-Mortality  of  the 
Mountain  Pine  Beetle  Larvae”  (Z) 

Botany;  David  Ostwald,  10th  grade.  Fort  Morgan 
High  School,  Fort  Morgan,  “Do  Soil-Inhibiting 
Organisms  Inhibit  the  Growth  of  Escherichia 
Coli?”  (B) 

Mathematics;  Edward  Intemann,  11th  grade, 
Wasson  High  School,  Colorado  Springs, 
“Application  of  Boolean  Algebra  to  Stage 
Lighting”  (M) 

Engineering;  Brian  Pearsall,  12th  grade,  Montrose 
High  School,  Montrose,  “A  High  Speed  CRT 
Terminal”  (E) 

Physical  Sciences;  Craig  Denison,  11th  grade. 
Delta  High  School,  Delta,  “Inquiry  Into  the 
Krushnik  Effect”  (P) 

United  States  Army 

Junior  High 

Medallion  and  Certificate;  Mike  Sukle,  7th  grade. 
Delta  Junior  High  School,  Delta,  “Solar  Energy” 
(P) 

Certificate;  Glenn  Mauldin,  8th  grade.  Our  Lady  of 
Fatima,  Denver,  “Hypnotic  Heart”  (B) 

Certificate;  Ben  Shaw,  9th  grade.  Hill  Junior  High 
School,  “An  Investigation  into  the  Causes  and 
Methods  of  Movement  in  Two  Green  Plant 
Species”  (B) 

Certificate;  Michele  Craig,  7th  grade,  St.  Mary’s 
School,  Littleton,  “Use  of  Spent  Oil  Shale  in 
Concrete”  (E) 

Certificate;  Robert  Munger,  9th  grade,  Nevin  Platt 
Junior  High  School,  Boulder,  “Biorhythms”  (M) 

Certificate;  Janet  Bornmann,  9th  grade,  Wiggins 
Junior  High  School,  “Making  Useful  Products 
from  Onion  Skins”  (P) 


Certificate;  Tony  Kinter,  8th  grade,  Lamar  Junior 
High  School,  Lamar,  “What  is  the  Trajectory  of 
a Bullet?”  (P) 

Certificate;  Tana  Mayhan,  7th  grade,  Kim  School, 
Kim,  “Enzymes — Agents  of  Life”  (Z) 

Senior  High 

Medallion  and  Certificate;  Bob  Springer,  11th 
grade,  Lamar  High  School,  Lamar,  “Can  Visible 
Light  Transmit  Sound?”  (E) 

Certificate;  Terrell  L.  Johns,  12th  grade.  Rocky 
Ford  High  School,  Rocky  Ford,  “The  Effect  of  an 
Antibiotic  on  Plants”  (B) 

Certificate;  Jack  D.  Heidrick,  12th  grade,  Brush 
High  School,  Brush,  “The  Fundamentals  of  the 
Transmission  and  Reception  of  a Modulated 
Light  Beam”  (E) 

Certificate;  Justin  Marble,  10th  grade,  Arickaree 
High  School,  Anton,  “An  Algerithim  That  Tests 
the  Four  Color  Theorem”  (M) 

Certificate;  Mary  Theobald,  12th  grade.  Golden 
Senior  High  School,  Golden,  “Investigation  of 
the  Effects  of  Glaciation  on  the  Concentration  of 
Heavy  Minerals  in  the  Big  Thompson  River”  (P) 
Certificate;  Betsy  Gowen,  10th  grade,  St.  Mary’s 
High  School,  Colorado  Springs,  “Effect  of 
Background  Noises  on  Reaction  Time”  (Z) 
Certificate;  Karl  W.  Robinson,  12th  grade,  Mullen 
High  School,  Englewood,  “The  Effects  of 
Microwaves  on  Animal  Behavior”  (Z) 


College  Preparation 

Academic  Achievement 
Small  Classes 
Excellent  Faculty 
Extensive  Curriculum 

Activities — Sports 
Grades  7-12 — Coeducation 

Kent  Denver  Country  Day  School 
4000  East  Quincy  Avenue 
Englewood,  Colorado  80110 
303-770-7660 
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Denver  Native  an  Author 

Donald  R.  Avoy,  MD,  a Denver  native,  Phi  Beta 
Kappa  and  magna  cum  laude  graduate  of  the  Uni- 
versity of  Colorado,  and  a graduate  of  the  Stanford 
Medical  School,  is  the  author  of  “Blood;  The  River  of 
Life,”  a publication  of  the  American  National  Red 
Cross.  He  is  the  full-time  medical  director  of  the  Red 
Cross  Blood  Program,  and  currently  is  an  attending 
physician  and  chairman  of  the  transfusion  committee 
at  the  Santa  Clara  Valley  Medical  Center  as  well  as 
Assistant  Clinical  Professor  of  Medicine  (Hematol- 
ogy) at  Stanford  University. 

Kellogg  Grants 

A number  of  grants  for  medical  purposes  have 
been  made  in  Colorado  in  the  last  year  by  the  W.  K. 
Kellogg  Foundation  of  Battle  Creek,  Michigan. 
Among  these  are  grants  to  the  University  of  Colorado 
Medical  Center,  one  a grant  of  $128,564  supports  con- 
tinuing education  in  long-term  health  care  ad- 
ministration; another  for  $267,071  is  for  development 
of  a joint  graduate  program  in  nursing  service  ad- 
ministration in  the  schools  of  Nursing  and  Medicine; 
while  a third  for  $129,000  is  for  continuing  education 
in  health  care  financial  management. 

Bethesda  Hospital  in  Denver  received  $18,189  for 
studies  in  improved  technics  for  training  hospital  per- 
sonnel and  Mercy  Hospital  in  Denver  was  given  a 
grant  of  $186,959  for  utilization  of  computerized 
professional  activity  and  medical  audit  data  in  im- 
proving patient  care.  In  an  effort  to  upgrade  financial 
management  in  rural  Colorado  hospitals.  Hospital 
Education  and  Research  Trust  of  Colorado  in  Denver 
was  granted  $127,225. 


Ethel  Bonn  Heads  Psychiatric  Administrators 

Ethel  M.  Bonn,  MD,  director  of  the  Fort  Logan. 
Colorado,  Mental  Health  Center,  has  been  elected  to 
the  presidency  of  the  American  Association  of  Psy- 
chiatric Administrators,  which  is  an  organization  of 
physicians  who  serve  as  chief  executives  or  medical 
officers  of  psychiatric  treatment  facilities. 

Coloradans  Named  Radiology  Fellows 

Jerome  D.  Sutherland,  MD,  Denver,  and  Cyrus 
W.  Partington,  Colorado  Springs,  have  been  named 
Fellows  of  the  American  College  of  Radiology.  Dr. 
Sutherland  is  affiliated  with  Porter  Memorial  Hos- 
pital and  St.  Joseph  Hospital  in  Denver,  and  is  a 1961 
graduate  of  the  University  of  Colorado  School  of  Med- 
icine, while  Dr.  Partington  is  a 1949  graduate  of  the 
University  of  Colorado  Medical  School  and  is  af- 
filiated with  St.  Francis  Hospital  in  Colorado 
Springs. 


DU  Names  Health  Director 

Elinor  T.  Christiansen,  MD,  a staff  physician  in 
the  LJniversity  of  Denver  health  service  for  more  than 
eight  years,  has  been  named  director  of  those  serv- 
ices. Dr.  Christiansen  was  born  in  Peking,  China,  and 
received  her  BA  from  Pomona  College,  California  in 
1951,  and  her  MD  from  the  Medical  College  of  Penn- 
sylvania in  Philadelphia  in  1955.  She  has  served  as  a 
staff  physician  for  Denver  Public  Schools  and  at 
neighborhood  health  centers  in  Denver,  and  with  the 
student  health  services  at  Colorado  Women’s  Col- 
lege. For  25  years  her  mother  served  with  the  student 
health  services  at  Stanford  University. 

Davis  Delegated  to  Paris  Meeting 

W.  Grayburn  Davis,  MD,  The  Denver  Clinic,  Den- 
ver, Executive  Vice  President  of  the  American  Group 
Practice  Association,  has  been  named  a member  of 
the  United  States  delegation  to  the  Third  Interna- 
tional Congress  on  Group  Medicine  in  Paris,  June  21- 
26,  1976.  Dr.  Davis  will  deliver  a paper  entitled  “Post 
Graduate  Medical  Education”,  which  enters  on  the 
Congress  theme — the  role  of  medical  group  practice 
in  the  health  policies  of  different  countries.  Dr.  Davis 
is  Executive  Vice  President  of  the  Association. 

In  addition,  Mr.  Robert  Wright,  president  of  the 
Medical  Group  Management  Association  of  Denver, 
will  discuss  the  administration  of  group  practices. 


Billings  Radiologists  Honored 

Walter  N.  Francke,  MD,  and  Colvin  H.  Agnew, 
MD,  both  of  Billings  have  been  named  Fellows  of  the 
American  College  of  Radiology.  Dr.  Francke,  a 1948 
graduate  of  the  University  of  Chicago  School  of  Med- 
icine, is  affiliated  with  St.  Vincent  Hospital  in  Bill- 
ings, while  Dr.  Agnew,  1951  graduate  of  Indiana  lini- 
versity  of  Medicine,  is  affiliated  with  St.  Vincent’s 
Hospital  and  Deaconess  Hospital,  both  in  Billings. 


Lund,  Dixon  Honored  by  Radiologists 

Ronald  R.  Lund,  MD,  a Casper,  Wyoming  radiol- 
ogist, has  been  named  a Fellow  of  the  American  Col- 
lege of  Radiology.  Dr.  Lund,  a 1953  graduate  of  the 
University  of  Washington  School  of  Medicine,  is  af- 
filiated with  Memorial  Hospital  of  Natrona  County, 
(^asper,  and  Niobrara  Memorial  Hospital  at  Lusk, 
Wyoming. 
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Raymond  E.  Dixon,  MD,  a Cheyenne  radiologist, 
has  been  named  a Fellow  of  the  American  College  of 
Radiology.  Dr.  Dixon  is  a 1946  graduate  of  the  Uni- 
versity of  Colorado  School  of  Medicine. 


MEDICAL 

SCHOOL  NOTES 

University  of  Colorado  Medical  Center 

Otolaryngology  Chairman  Named 

Bruce  W.  Jafek,  MD,  assistant  professor  Depart- 
ment of  Otorhinolaryngology  and  Human  Communi- 
cation, at  the  University  of  Pennsylvania  at  Phil- 
adelphia, has  been  named  professor  and  chairman  of 
the  Department  of  Otolaryngology  at  the  University 
of  C olorado  School  of  Medicine.  Dr.  Jafek  received  his 
MD  from  the  llniversity  of  California  at  Los  Angeles 
Medical  Center  in  1966,  and  interned  at  the  Yale- 
New  Haven  Medical  Center  in  Connectict. 

Burn  Unit  Approved 

J’he  University  of  Colorado  Board  of  Regents  has 
given  approval  to  a proposal  to  remodel  a wing  of  the 
fifth  floor  at  Colorado  General  Hospital  to  provide  a 
lO-hed  burn  unit  and  a 15-bed  surgical  intensive  care 
unit.  Plans  for  the  burn  unit  call  for  a $210,000  expen- 
diture to  he  completed  by  February  1977,  providing 
for  five  beds,  with  a second  series  of  five  beds  to  be  in- 
stalled in  the  following  year,  subject  to  another 
granting  of  funds.  This  completed  burn  unit  would  in- 
clude nursing  station,  patient  lounge,  and  recreation 
area,  treatment  and  hydrotherapy  facilities.  At  pre- 
sent Colorado  has  no  comprehensive  burn  program  or 
center.  'The  first  five  beds  will  be  financed  by  a federal 
grant  of  $210, ()()(). 

Family  Medicine  Center  Obtains  Home 

Purchase  of  the  Mount  Airy  Psychiatric  Hospital 
Annex,  1180  Clermont  Street,  was  approved  by  the 
CU  Board  of  Regents  in  March.  The  building  will 
serve  as  the  Family  Medicine  Center  of  the  CU  De- 
partment of  Family  Medicine,  and  is  expected  to  be 
functioning  by  early  summer.  The  unit  has  been 
located  at  General  Rose  Memorial  Hospital,  and 
serves  largely  to  train  family  practice  residents.  Its 
purchase  was  made  possible  by  a grant  from  the  Wil- 
liams Family  Foundation. 

Dr.  Jacox  Named  Associate  Head 
of  CU  Nursing  School 

Ada  Jacox,  PhD,  acting  dean  for  advanced  studies 
at  the  University  of  Iowa,  Iowa  City,  has  been  named 
associate  dean  for  research  and  doctoral  program 
development  at  the  CU  School  of  Nursing.  A native  of 
Michigan,  she  received  her  BA  from  Columbia  Uni- 
versity and  her  PhD  from  Case  Western  Reserve  Uni- 
versity, Cleveland,  Ohio. 


Child  Abuse  Center  Receives  Grant 

A three-year  grant  of  $1,162,655  has  been  awarded 
to  the  National  Center  for  the  Prevention  and  Treat- 
ment of  Child  Abuse  and  Neglect,  under  the  direction 
of  C.  Henry  Kempe,  MD,  by  the  Robert  Wood  John- 
son Foundation.  The  three-year  program  will  function 
in  three  phases;  in  the  first,  professionals  and  para- 
professionals  will  be  trained  in  the  area  of  treatment 
of  child  abuse  and  neglect,  and  secondly  funds  will 
amplify  the  study  of  legal  rights  of  children  and  legis- 
lation pertaining  to  child  abuse  and  neglect.  In  the 
third  phase  innovative  treatment  programs  will  be 
given  emphasis. 


Dans  Named  Johnson  Fellow 

Peter  Dans,  MD,  associate  professor  of  medicine 
at  the  University  of  Colorado  School  of  Medicine,  has 
been  named  one  of  six  Robert  Wood  Johnson  Health 
Policy  Fellows  for  1976-77.  In  a program  devised  to 
further  the  understanding  of  major  issues  in  health 
policy  and  a knowledge  of  how  Federal  health  policies 
and  programs  are  established,  the  fellowship  includes 
approximately  ten  weeks  of  orientation  and  nine 
months  of  full-time  working  assignments  in  Con- 
gress, supplemented  by  seminars  and  group  dis- 
cussions throughout  the  year.  It  is  administered  by 
the  Institute  of  Medicine  in  cooperation  with  the 
American  Political  Science  Association. 


Budzynski  Named  Lederle  Lecturer 

Thomas  Budzynski,  PhD,  Assistant  Clinical  Pro- 
fessor in  the  Department  of  Psychiatry  at  the  Univer- 
sity of  Colorado  Medical  Center,  has  been  named  as 
one  of  twenty-four  psychiatrists  from  universities  and 
hospitals  in  the  United  States  who  will  lecture  on 
various  psychiatric  topics  under  the  auspices  of  the 
Lederle  Distinguished  Lecture  Series  in  Psychiatry. 


Cowee  Named  Chancellor 

John  Cowee,  PhD,  a professor  of  law  and  business 
administration  at  Marquette  University,  was  named 
chancellor  for  health  affairs  at  the  UCMC  subsequent 
to  approval  by  the  CU  Regents.  Dr.  Cowee  received 
all  his  academic  work,  BA,  MBA,  PhD,  and  LLB  from 
the  University  of  Wisconsin.  He  has  taught  both  law 
and  business,  serving  from  1961-1966  as  Dean  of  the 
School  of  Business  Administration.  University  of 
California  at  Berkeley. 

Dermatology  Division  Becomes  Department 

On  March  18  the  CU  Board  of  Regents  approved 
giving  Departmental  status  to  the  Division  of  Der- 
matology at  the  UCMC.  The  Division  faculty  will  be 
five  full-time  members  and  26  clinical  faculty 
members  plus  eight  residents.  The  Division  has  main- 
tained 11  dermatology  clinics  with  over  250  patients 
attending  at  Colorado  General  Hospital,  Denver  Gen- 
eral Hospital,  and  the  Veterans  Administration 
hospital. 
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University  of  New  Mexico 
School  of  Medicine 

Napolitano  Named  Interim  Vice  President 

Leonard  M.  Napolitano,  MD,  dean  of  the  UNM 
School  of  Medicine  and  a faculty  member  of  the 
school  since  1964  has  been  named  interim  vice  presi- 
dent for  health  sciences  at  the  University.  Napol- 
itano temporarily  fills  the  position  vacated  recently 
by  Robert  B.  Kugel,  MD,  who  has  resigned  to  become 
executive  vice  chancellor  of  the  University  of  Kansas 
medical  center. 

Appenzeller  Featured 

Otto  Appenzeller,  MD,  professor  of  Neurology  and 
Medicine  at  the  University  of  New  Mexico  School  of 
Medicine,  is  a member  of  the  Albuquerque  Mountain 
Rescue  Council,  a group  of  experienced  climbers  and 
skiers  organized  for  emergency  rescues  in  the  Sandia 
Mountains  near  Albuquerque,  a group  described  and 
photographed  by  William  Pike  in  the  November  issue 
of  PRISM. 

University  of  Nevada,  Reno 

School  of  Medical  Sciences 

Clinical  Research  Specialist  Named  to  Post 

Aaron  Smith,  PhD,  psychologist  from  the 
Northeast  Psychological  Clinic  in  Philadelphia,  who 
received  his  doctorate  in  clinical  psychology  from  the 
University  of  Illinois,  has  recently  been  appointed 
both  to  the  School  of  Medical  Sciences  at  the  Univer- 
sity of  Nevada  and  to  the  Veterans  Administration 
Hospital. 


For  Your  Centennial 
Collection 

Women  Physicians  of  Colorado 
by 

Mary  De  Mund,  Librarian, 

Denver  Medical  Society 

Introduction  by  Nolie  Mumey,  MD 
Price:  $12.00 

A limited  edition  of  12.5  copies.  This  listing  and 
descriptive  work  is  an  effort  to  bring  together 
available  information  on  women  physicians  who 
made  valuable  contributions  to  Colorado  medicine 
during  the  past  century. 

For  information: 

Call  the  Denver  Medical  Library 
at  (303)  534-8580 


New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 

RECENT  ACQUISITIONS 

Clinical  Cancer  Chemotherapy:  Ezra  M.  Greenspan,  ed.  New 
York,  Raven  Press,  197.5.  414  p.  .$16. .50. 

Diseases  of  Muscle:  Raymond  D.  Adams.  New  York,  Harper  & 
Row,  1975.  588  p.  .$35.00. 

The  Ego  and  Its  Defenses:  Henry  P.  Laughlin.  New  York, 
Airpleton-Century-Croft.s,  1970.  570  p.  $15.00. 

The  Laboratory  in  Clinical  Medicine:  .James  Halsted,  ed. 
Philadelphia,  .Saunders,  1976.  866  p. 

Management  of  Ocular  Injuries:  David  Patnn.  Philadelphia. 
Saunders,  1976.  381  p. 

Manual  of  Endocrine  Surgery:  A.  Rdis  and  others.  New  York, 
Springer.  Verlag,  1975.  274  p.  $31.00. 

Microneurosurgery:  Hajime  Handa,  ed.  Baltimore,  llniversity 
Park  Press,  1975.  201  p.  $23.70. 

Neurosurgical  Management  of  the  Epilepsies:  Dominick  P.  Pur- 
pura and  others,  ed.  New  York,  Raven  Press.  1975.  356  p.  (Advances 
in  neurology,  v.  81  $24.00. 

New  Health  Practitioners:  Robert  L.  Kane.  Bethesda.  Maryland, 
National  Institute.s  of  Health,  1975.  156  p.  Gift. 

Operating  on  the  Mind:  Willard  M.  Gaylin  and  others,  ed.  New 
5'ork,  Basic  Books,  1975.  216  p.  $11.95. 

Outcome  of  Severe  Damage  to  the  Central  Nervous  System: 
Symposium  on  Outcome  of  .Severe  Damage  to  the  Central  Nervous 
Svstem.  New  York,  Elsevier,  1975.  3.54  p.  (Ciha  Foundation  Sym- 
posium, 341  Gift. 

Textbook  of  Medical  Physiology:  Arthur  C.  Guyton.  5th  ed. 
Philadelphia.  Saunders,  1976.  1194  p. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 

specially  made  to  (it  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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He  was  married  to  Lydie  Sitzman  of  Palmer  Lake, 
Colorado  on  June  11,  1929.  Mrs.  Parker  survives  the 
doctor,  as  do  three  sons,  Joseph  J.,  Jr.  of  Grand  Junc- 
tion; Charles  J.  of  Las  Vegas,  Nevada,  and  Timothy 
W.  of  Ann  Arbor,  Michigan;  and  one  daughter, 
Stephanie  Parker  of  Las  Vegas,  Nevada. 


Colorado 

Doctor  Lloyd  J.  Florio,  former  director  of  the 
Denver  Department  of  Health  and  Hospitals  from 
1949  to  1954,  and  Professor  and  Head  of  the  Depart- 
ment of  Preventive  Medicine  and  Public  Health  at 
the  University  of  Colorado  School  of  Medicine  in  the 
same  period,  died  of  a heart  attack  at  his  home  in 
Reston,  Virginia,  October  18,  1975. 

Born  in  Batavia,  New  York,  March  9,  1910,  he 
received  his  BA  degree  from  Cornell  University  in 
1931,  and  his  MD  degree  from  the  University  of  Roch- 
ester in  1935.  In  1941  he  received  a Doctor  of  Public 
Health  degree  from  Harvard  University. 

After  leaving  Denver  in  1959  he  became  associated 
with  the  Agency  for  International  Development 
(AID),  serving  as  chief  of  missions  in  the  Philippines, 
Peru,  Turkey,  Viet  Nam.  He  played  a major  role  in 
the  eradication  of  malaria  from  the  Philippine  Is- 
lands. 

He  belonged  to  the  Denver  and  Colorado  medical 
societies,  and  the  AMA.  He  was  a Fellow  of  the  Amer- 
ican College  of  Physicians,  a member  of  the  Amer- 
ican Public  Health  Association,  the  Society  for  Ex- 
perimental Biology,  and  Medicine  and  the  Sigma  Xi 
fraternity.  He  was  president  of  the  Colorado  Tuber- 
culosis Association  1945-46,  and  the  Vice-president  of 
the  National  Tuberculosis  Association  in  1957. 

He  was  married  to  Madeleine  Carey  June  24,  1937. 
His  widow  survives  him  as  do  his  mother,  Mrs.  Ida 
Florio,  a son  David  of  Denver,  and  two  daughters, 
Mrs.  Bedford  Day,  Mohegan  Lake,  New  York,  and 
Mrs.  W.  H.  Peterson  of  Mercer  Island,  Washington. 


Doctor  Joseph  J.  Parker  died  in  Grand  Junc- 
tion, Colorado  on  February  5,  1976.  He  was  born  in 
Delta,  Colorado,  September  17,  1903.  He  received  his 
preliminary  education  in  Grand  Junction  and  at 
Western  State  College  in  Gunnison,  then  his  MD 
degree  from  the  University  of  Colorado  in  1931.  After 
an  internship  served  in  Tacoma,  Washington,  he 
opened  a practice  in  Telluride,  Colorado. 

In  1947  he  moved  to  Grand  Junction  where  he 
remained  in  private  practive  until  1971,  when  he 
joined  the  staff  of  the  Veterans  Administration  Hos- 
pital in  that  city.  He  served  on  the  State  Board  of 
Medical  Examiners  from  1967  to  1973. 

He  was  a member  of  the  Mesa  County  and  Colo- 
rado medical  societies,  and  of  the  AMA.  He  was  a 
Shriner,  a member  of  the  Phi  Rho  Sigma  medical 
fraternity,  and  belonged  to  the  Episcopal  Church. 


Montana 

Chester  William  Lawson,  MD  Havre,  Montana, 
died  January  18  at  the  age  of  69.  Doctor  Lawson 
founded  the  Havre  Clinic,  and  in  1935  became  a 
member  both  of  the  Montana  and  American  medical 
societies.  At  on  time  he  served  as  a medical  mis- 
sionary in  South  China.  His  widow  and  a son  survive. 


William  E.  Long,  MD,  general  surgeon  of 
Anaconda,  Montana  for  more  than  fifty  years,  died 
November  27,  1975  at  the  age  of  86.  During  1941-42 
Doctor  Long  served  as  President  of  the  Montana 
Medical  Association.  From  1940  through  1946  he 
served  on  various  Association  committees.  He  had 
joined  the  Montana  and  American  medical  societies 
in  1920.  Doctor  Long’s  widow,  a daughter,  two  sisters, 
one  brother,  and  three  grandchildren  survive. 


Complete  and  personalized  service  for 
all  your  graphic  arts  needs 


r/*  "N 


•Design  assistance 

•Magazines 

•Computerized  photo  type 

•Catalogues 

•4-color  process  offset 

•Annual  reprints 

•Complete  bindery 

• Booklets/Books 

•Mailing  Service 

•Brochures 

892-0166 


2177  West  Seventh  Avenue 
Denver,  Colorado  80204 
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MEETINGS 

The  Ogden  Surgical  Society 

31ST  ANNUAL  MEDICAL  MEETING 

Weber  State  College,  3750  Harrison  Blvd., 

Ogden,  Utah  84401 

May  19-21,  1976 

Contact:  Rex  Alvord,  MD,  Chairman  Reservations 
Committee,  924-24th  Street,  Ogden,  Utah  84401. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

DIAGNOSTIC  ULTRASOUND 

The  Denver  Inn,  3203  Quebec  Street, 

Denver,  Colorado 

May  25-28,  1976 

* * * 

FAMILY  PRACTICE  REVIEW 

YMCA  Conference  Center,  Estes  Park,  Colorado 

June  14-19,  1976 

* * ♦ 

THE  TEAM  APPROACH  TO  THE 
TREATMENT  OF  ARTHRITIS 

General  Rose  Memorial  Hospital, 

Denver,  Colorado 

June  24-26,  1976 

* * 

ORTHOPEDICS  AND  PHYSICAL  FITNESS 
FOR  THE  FAMILY  PHYSICIAN 

The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 

June  26-30,  1976 

* * * 

WORK  AND  THE  HEART 

The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 

July  1-3,  1976 

* * * 

62ND  ANNUAL  POSTGRADUATE 
COURSE  IN  OPHTHALMOLOGY 

Vail,  Colorado 

July  5-8,  1976 

for  1976 


DISEASES  OF  THE  KIDNEY,  ELECTROLYTE, 
METABOLISM  AND  HYPERTENSION 

The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 

July  12-16,  1976 

Contact:  Office  of  Postgraduate  Medical 
Education,  4200  East  9th  Avenue,  Denver,  Colorado 
80220. 


National  Asthma  Center 

ASTHMA  76— A BICENTENNIAL  VIEW 

Marriott  Hotel— National  Asthma  Center, 

1999  Julian  Street, 

Denver  Colorado  80204 

May  26-28,  1976 

Contact:  Hyman  Chai,  MD,  National  Asthma 
Center,  1999  Julian  Street,  Denver,  Colorado  80204. 


WORLD  MICROSURGERY  CONGRESS  I 
Fairmont  Hotel,  San  Francisco,  California 
May  26-28,  1976 

Contact:  World  Microsurgery  Congress,  1801  Bush 
Street,  San  Francisco,  California  94109. 


American  Cancer  Society 

NATIONAL  CONFERENCE  ON 
RADIATION  ONCOLOGY 

San  Francisco  Hilton  and  Tower, 

San  Francisco,  California 

May  27-29,  1976 

Contact:  Sidney  J.  Arje,  MD,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York 
10017. 


Montana  Lung  Association 

ANNUAL  MEETING 

Fairmont  Hot  Springs,  Gregson,  Montana 

May  28-29,  1976 

Contact:  John  H.  Caseboldt,  Montana  Lung 
Association,  825  Helena  Avenue,  Helena,  Montana 
59601. 


American  Medical  Association 
ANNUAL  MEETING 

Fairmont  Hotel  and  Dallas  Convention  Center, 
Dallas,  Texas 

June  26- July  1,  1976 
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IITH  ANNUAL  MEETING 

Desert  Inn  and  Country  Club,  Las  Vegas,  Nevada 
June  13-16,  1976 

Contact:  Richard  H.  Moiel,  MD,  Secretary,  601 
Medical  Towers,  1709  Dryden  Street,  Houston,  Texas 
7702o. 


Montana  Academy  of  Family  Physicians 

ANNUAL  MEETING 

Fairmont  Hot  Springs  Resort, 

Gregson,  Montana 

June  17-19,  1976 


American  Academy  of  Family  Physicians, 

New  Mexico  Chapter 

19TH  ANNUAL  RUIDOSO  SUMMER  CLINIC 

Inn  of  the  Mountain  Gods, 

Mescalero,  New  Mexico  88340 

July  19-22,  1976 

Contact:  Bob  Reid,  MD,  P,0.  Box  456,  Sunland 
Park,  New  Mexico  88063. 


ASPEN  MUSHROOM 
CONFERENCE 

Hotel  Jerome  Aspen,  Colorado 

August  8-13,  1976 

A postgraduate  course  in  wild 
mushroom  identification  and 
toxicology  for  physicians,  scien- 
tists and  amateur  mycologists. 

Conference  will  feature  ad- 
vances in  diagnosis  and  treat- 
ment of  mushroom  poisoning,  hallucinogenic  mush- 
rooms, mushroom  identification  and  mushroom  mi- 
croscopy. 

The  outstanding  faculty  will  be  led  by  Barry  Ru- 
mack,  M.D.,  Chief,  Poison  Control  Center,  Univer- 
sity of  Colorado  School  of  Medicine;  Alexander  H, 
Smith,  Ph.D.,  Professor  of  Botany,  University  of 
Michigan  and  Rolf  Singer,  Ph.D.,  Professor  of  Botany 
and  Curator,  Field  Museum,  Chicago. 

lip  to  30  hours  Category  2 AMA  Physicians  Recog- 
nition Award  Credit  available. 

Ample  time  allowed  for  mountain  activities,  in- 
cluding the  renowned  Aspen  Music  Festival. 

For  further  information  contact: 

Aspen  Mushroom  Conference 
1818  Gaylord,  Denver,  CO  80206 
(303)  320-5333 

Sponsored  by  Beth  Israel  Hospital, 
Denver,  CO  and 
Colorado  Mountain  College 


The  Colorado  Medical  Society 
...is  concerned  about  your  Tuture 


And  you  should  be,  too.  Many 
years  of  hard  work  and  sacrifice 
got  you  where  you  are.  Much  of 
this  was  achieved  through  your 
efforts  and  your  ability  to  learn. 

However,  your  financial  security 
would  be  destroyed  if  you  sud- 
denly lost  your  most  valuable 
asset  . . , your  ability  to  earn. 
That  s why  the  Colorado  Medical 
Society  has  endorsed  the  Mutual 
of  Omaha  Disability  Income  Pro- 
tection Plan  for  its  members. 

Mutual  of  Omaha  cannot  protect 
you  from  a disability,  but  they 
can  help  safeguard  your  income. 


You  and  your  family  can  receive 
regular  monthly  benefits  when  a 
covered  sickness  or  injury  keeps 
you  from  working.  These  benefits 
are  tax-free  under  current  federal 
income  tax  laws.  And  your  Asso- 
ciation’s plan  provides  coverage 
whether  you  are  at  home  or  in 
the  hospital.  Whafs  more,  Mutual 
of  Omaha  provides  personal  ser- 
vice to  help  you  select  the  right 
plan. 

For  more  information  on  how 
you  can  protect  your  family  s 
future,  just  fill  out  the  coupon 
below.  Of  course,  there  is  no 
obligation. 


UNDERWRITTEN  BY 

Mutual 

3^inaliaM«^^ 

Peopip  i/ou  can  count  an... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURAiSCf  COMPANY 
HOMF  OFFICI  OMAHA  NFSRASKA 


Colorado  Medical  Society 
Insurance  Program 


Please  send  me  full  details  on  the 
Disability  Income  Protection  Plan 
available  to  me  as  a CMS  member. 


Name 


Address 


City 


State 


Zip 


MAIL  COUPON  TO  YOUR  NEARIST  REPRESENTATIVE 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 
Wheat  Ridge, 

Colorado  80033 


T ony  Occhiuto 

902  North  Circle  Drive, 

Suite  206 

P.O.  Box  9226,  station  A 
Colorado  Springs, 
Colorado  80932 


Carl  Roderick 
Greeley  National  Plaza 
827  8th  Street 
Suite  660 

Greeley,  Colorado  80631 
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30th  Annual 


Rocky  Mountain  Cancer  Conference 

Brown  Palace  Hotel,  Denver,  Colorado 


July  16-17,  1976 

Co-sponsored  by  the  American  Cancer  Society,  Colorado  Division 
and  the  Colorado  Medical  Society 

NO  REGISTRATION  FEE 


Approved  for  AAFP  Credit 


CONTINUUM  OF  CANCER  CURE:  A TEAM  EFFORT 


A fine  scientific  meeting  with  an  outstanding  panel  of  renowned  physicians. 


Guest  Faculty  Includes: 

Benjamin  Byrd,  MD 
President,  American  Cancer  Society 
New  York  City 

Marcus  B.  Bond,  MD 

Corporate  Medical  Director 
American  Telephone  & Telegraph  Co. 

R.  Lee  Clark,  MD 

President,  M.D.  Anderson  Hospital 
Houston,  Texas 

Maurice  J.  Martin,  MD 
Department  of  Psychiatry 
May  Clinic 
Rochester,  Minnesota 

Friday  luncheon  speaker:  Richard  E.  Palmer,  MD 

President,  American  Medical  Association 


For  complete  program,  call  or  write: 


for  1976 


American  Cancer  Society,  Colorado  Division,  Inc. 
1809  East  18th  Avenue,  Denver,  Colorado  80218 
Phone:  (303)  321-2464 
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\biir 

investments 

dcMilhaveto 

yield  to 
taxation 

Learn  how  to  stop  tax  erosion  on  your  investment  earnings. 


Central  Bank  has  been 
sponsoring  a series  of  information 
seminars  so  that  attorneys  and 
accountants  could  learn  about 
Annuiterm,  a tax  deferred 
investment  annuity  with 
unusually  flexible  advantages. 

Here’s  what  they  learned. 

With  Annuiterm,  an  investor 
enjoys  the  advantages  of  a tax 
deferred  shelter  for  serious 
money  but  maintains  complete 
control  over  how  that  money  is 
invested  in  legally  permitted 
values.  There  are  no  front  end 
sales  loads  with  Annuiterm. 

And  capital  remains  liquid  in 
permissible  investments  such  as 
time  certificates  of  deposit, 


federal  securities  and  other 
vehicles. 

Annuiterm  also  provides  for 
long-term  income  options.  Your 
lawyer  and  your  CPA  learned 
that,  and  much,  much  more. 

Too  much,  in  fact,  to  completely 
set  forth  in  the  limits  of  this 
announcement. 


Now  it’s  your  turn  to  get  first 
hand  information  from  the 
investment  experts  in  a seminar 
environment  where  you  are  free 
to  ask  all  the  questions  you  like. 

Of  course,  you’re  welcome  to 
bring  your  lawyer  and/or  your 
CPA  with  you. 

Reserve  your  seat  now. 

But  make  your  reservations 


Central 
Bank 


of  Denver 


A Financial  Service  of 


early.  Reservations  are 
booked  as  received.  So 
call  immediately. 
893-3456. 

To  qualify  for  Annuiterm,  you 
must  have  at  least  $10,000  in 
liquid  assets  or  in  combined 
permitted  accounts . And  to 
achieve  the  most  from  the 
benefit  of  tax  deferral,  you 
should  be  in  a 40%  or  higher 
tax  bracket. 

Annuiterm  could  be  the  answer 
to  your  tax  erosion  problem. 
Come  to  a seminar.  And  at  least 
give  yourself  a chance  to  ask 
the  questions.  Available  to 
depositors  of . . . 


1515  Arapahoe  Street,  P.O.  Box  5548,  T.A.,  Denver,  Colorado  80217 


Since  only  a life  insurance  company  can  issue  such  a plan,  Phoenix  Mutual  Life  Insurance  Company 
of  Hartford,  Connecticut  has  made  arrangements  with  us  to  offer  their  remarkable  new  “Annuiterm”  policy 
to  current  and  future  depositors,  free  of  front  end  sales  “loads.”  Founded  in  1851,  Phoenix  Mutual 
has  assets  of  $1.7  billion.  Denver  representative  for  “Annuiterm”  is  Financial  Designs  Ltd. 
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The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol  4 mg  Dosepak* 

meriiylprednisolone^  Upjohn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


♦Trademark 


J-4837-4 


f 1976  fhe  uujohn  Cornpony 


WANT  ADS 


COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive 
remuneration;  flexible  scheduling.  Contact:  Drs.  Cooper  or  Spurgeon 
toll-free:  800-325-3982.  1275-1-TFB 


WANTED:  INTERNIST  for  multi-specialty  group  in  SE  Denver. 

General  internal  medicine,  sub-specialty  training  desirable  but 
not  necessary.  Salary  plus  incentive  first  year,  then  partnership. 
Contact:  Burton  P.  Golub,  MD,  1919  South  University  Boulevard, 
Denver,  Colorado  80210  or  call:  (303)  744-2701  376-8-2B 


EMERGENCY  DEPARTMENT  PHYSICIAN  with  emergency 
room  experience  wanted  for  5.50  bed  hospital  in  Denver.  Colorado 
license  required.  Interest  in  teaching  preferred.  Salary  competitive 
lor  the  region.  Ambulatory  Services.  St.  Joseph  Hospital.  1835 
Franklin  Street.  Denver.  Colorado  80218  or  call:  (303)  837-7246 

576-1-lB 


FIXC'ELLENT  OPPORTUNITY  for  pediatrician,  internist,  and 
OB/GYN  in  beautiful  rural  setting  on  the  edge  of  the  Rockies,  in 
Cortez.  Colorado.  Set  up  a multispecialty  clinic  or  private  practice  in 
this  growing,  progressive  community  serving  the  Four  Corners  area. 
In  the  process  of  building  a new  hospital.  Contact:  R.  L.  Nielsen.  Ad- 
ministrator. Southwest  Memorial  Hospital.  925  South  Broadway. 
Cortez,  Colorado  81321.  Phone:  (303)  .56,5-3743.  ,576-2-lB 


SEEKING  EMPLOYMENT  as  Physician’s  Assistant  in  Colorado- 
Rocky  Mountain  area;  extensive  military  background  as  Special 
Forces  Medic;  also  1 year  experience  civilian  as  PA,  with  car- 
diologist; certification  with  National  Board  pending;  am  also  cer- 
tified Colorado  EMT.  David  J.  Quinn,  2335  South  Bellaire  Street. 
Denver.  Colorado.  80222  or  call:  (303  ) 7,56-0696.  .576-3-lB 


MEDICAL  OFFICE  SPACE  available  on  West  38tb  Avenue  in 
Wheat  Ridge,  East  of  Lutheran  Hospital.  Busy  dental  practice  in 
adjacent  space  gives  good  exposure  to  a new  practice  or  specialty. 
Recently  decorated.  Phone;  (303)  424-6421.  576-4-lB 


FOR  LEA.SE:  Medical  and/or  dental  space.  Parking,  lab,  and  X-ray 
facilities.  Located  in  choice  Cherry  Creek  area.  Call:  (303)  388- 
5741.  ’ ,576-5- IB 


FULLTIME  POSITION  FOR  QUALIFIED  PHYSICIAN  in  Student 
Health  Service.  Complete  staff  of  13;  excellent  staff  and  program. 
.Accredited  new  facility;  outstanding  campus  and  community;  salary 
range  mid  twenties;  regular  hours;  one  month  vacation:  Kansas 
license  required.  Write:  Watkins  Memorial  Hospital,  llniversity  of 
Kansas,  Lawrence.  Kansas  66045.  An  Equal  Opportunity  Affir- 
mative Action  Employer.  ,576-6-lB 


OFFICE  SPACE  available  in  growth  area  of  SW  Lakewood.  1,600  or 
3,000  sq.  ft.  Excellent  opportunity  for  GP  or  medical  specialist.  2 
GPs  and  1 dentist  in  building  at  present.  Write:  Joseph  A.  Leonard. 
MD,  9.393  West  Alameda  Avenue.  Lakewood,  Colorado  80226  or  call: 
(.303)  237-2767.  .576-7-2R 


UROLOGIST,  hoard  eligible  or  certified,  wanted  for  twelve  man 
multi-specialty  clinic  in  western  Colorado.  Contact:  G.  Thomas 
Morton.  YID,  1905  Blake  Avenue,  Glenwood  Springs.  Colorado 
81601,  or  Call:  (.303)  945-.5441.  ,576-8-2B 


OFFICE  ASSLSTANTS  AND  PRIVATE  SCRUBS— Are  you  in  need 
of  a private  scrub  and/or  office  assistant  but  do  not  want  to  pay 
someone  for  a fulltime  position?  If  so.  please  contact  AP  Manage- 
ment .Associates.  Medical  Services  Division — Rocky  Mountain 
Physicians  Assistants,  4601  East  Kentucky  Avenue,  Suite  5D, 
Denver.  Colorado  80222.  .576-9-lB 


WANT  TO  RELOCATE?  Physicians,  ail  specialties,  including 
Family  Practice.  New  4-story  Medical  Arts  Building  ready  for  oc- 
cupancy. Adjacent  to  .3.50-bed  general  acute  hospital.  City  of  125,000. 
Close  to  all  winter  sports,  water  sports,  mountains.  Just  100  miles 
from  Denver.  Ideal  climate.  Unusually  liberal  opportunity  to  enter 
private  group  practice.  Established  physicians  or  newly  graduated 
residents  both  welcome.  Contact:  Lee  Schlabach,  Administrator, 
Parkview  Episcopal  Hospital,  400  W.  16th  Street,  Pueblo,  Colorado 
81003.  576-10-3B 


DIRECTOR  OF  SllRGICAL  EDUCATION,  with  full  responsibility 
for  approved  surgical  residency  programs;  will  assist  in  other  con- 
tinuing medical  education  programs.  Certification,  licensure,  and 
several  years  experience  in  medical  practice  required.  Academic  ex- 
perience preferred.  Salary  negotiable.  Contact:  Marvin  Johnson, 
YID,  St.  Joseph  Hospital,  1835  Franklin  Street,  Denver,  Colorado 
80218  or  Call;  (303)  837-7111.  576-11-lB 


DOCTOR;  Combine  a salaried  medical  position  with  an  FFS  prac- 
tice. We  are  members  of  a NYSE  company  and  can  offer  you  the 
unique  combination  of  a guaranteed  compensation  package  while 
you  pursue  your  own  practice,  in  some  of  the  most  desirable  living 
areas  in  the  West  and  Midwest — Newport  Beach,  Denver,  Salt  Lake, 
Las  Vegas  and  Spokane.  For  the  complete  story  send  your  CV  to  the 
address  below,  or  call  toll-free  800-854-3020  or  in  California  call 
collect:  (714)  645-4310.  George  Danyla,  Advanced  Health  Systems. 
881  Dover  Drive,  Newport  Beach.  California  92663.  An  equal  oppor- 
tunity employer  m/f.  576-12-4B 


OF'FICFl  SPACE  AVAILABLE — Clermont  Medical-Dental 
Building,  800  Clermont,  Denver.  First  two  months  rent  free.  Near 
hos|)itals.  Will  decorate  to  suit  your  needs.  Call:  (303)  466-0421  or 
466-9708.  ' ,576-14-2B 


ANE.STHESIOLOGIST — The  Denver  VA  Hospital  is  recruiting  for 
highly  qualified,  experienced  anesthesiologists  to  work  full-time  or 
part-time.  This  439  bed  hospital  is  fully  affiliated  with  the  Univer- 
sity of  Colorado  .School  of  Medicine.  Co-appointment  with  Univer- 
sity. Excellent  fringe  benefits.  Full  malpractice  insurance  coverage. 
Salary  commensurate  with  education  and  experience.  Equal  oppor- 
tunity employer.  Contact;  Roger  Mitchell,  MD,  Chief  of  Staff, 
Veterans  Administration  Hospital,  10.55  Clermont  Street,  Denver, 
(’olorado  80220.  Telephone:  (303)  399-8020,  Extension  401. 576-1.5-lB 


MALPRACTICE  HIGH’’  COME  SOUTH!  From  Texas  to  Virginia. 

over  200  current  associations  are  available.  All  specialties — salary 
or  guarantees  ranging  up  to  .$125,000.  Numerous  offers  of  free  office 
space  and  equipment,  many  with  malpractice  paid.  OUR  FEE  IS 
PAID!  Write,  send  curriculum  vitae,  for  our  free  medical  oppor- 
tunities bulletin  to:  Medical  Search,  3274 — A Buckeye  Road,  Atlan- 
ta. Georgia  30341,  or  call:  (404)  458-7831.  Strictly  Confidential. 

576-16-lB 


WANTED:  Obstetrician-Gynecologist  to  replace  retiring  prac- 
titioner. Available  July  1,  1976.  Will  stay  till  January  1,  1977. 
Denver  area.  Inquiries  received  at  P.O.  Box  765,  Arvada,  Colorado 
80091.  576-17-2 


MEDICAL  BUILDING  FOR  SALE  OR  LEASE.  Located  at  400 
Corona  Street  in  East  Central  Denver.  Excellent  facilities,  con- 
tains 4 consulting  offices.  12  examining  rooms.  Laboratory,  X-ray 
room,  well  designed  waiting  room,  2 business  offices,  full  basement 
for  storage  and  large  off-street  parking  area.  Price:  $1.50.000.  Con- 
tact: -lohn  VanderMiiler.  A.  Breginan  & Co..  Call:  (30.3)  893- 
87(10.  ,576-ia-lB 


ROCK5’  MOUNTAIN  .SKI  AREA  G-P  seeks  young  associate.  Call:  '!'()  SUBLEASE:  Beautiful,  finished  830  sq.  ft.  medical  office  in  ex- 

(3():i)  728-3800  for  details.  Telluride,  Colorado.  576-13-1  cellent  .Aurora  location.  Call:  (303)  .341-1614.  .57G-19-1B 
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INTERNIST  NEEDED  to  associate  with  Family  Practitioner  in 
large,  modern  clinic,  using  POMR  and  computer.  $40,000-$, 50,000 
to  start,  then  partnership.  Write:  Harold  E.  Gilman,  MD,  .140.5 
Downing  Street,  Denver,  Colorado  80205.  576-24-1 


WANTED:  Colorado  primary  care  physicians  to  help  staff  correc- 
tional medical  services  in  rural  location.  Easy  access  to  recreation 
and  cities.  Part-time,  full-time.  Salary  to  $36,876,  depending  on 
qualifications  and  experience.  Accredited  local  hospital.  Colorado 
license  required.  Real  opportunity  to  take  part  in  improving  correc- 
tional medical  system.  Contact:  J.  B.  Ayccigg,  MD,  4150  South 
Lowell  Boulevard,  Denver,  Colorado  80236  or  Call:  (303)  761- 
0220.  576-23-3B 


OB/GYN.  Board-eligible,  female  MD  available  July  1976  for  Denver, 
Boulder,  or  in  30-mile  radius.  Will  consider  all  positions.  Write: 
Box  576-22-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19tb 
Avenue,  Denver,  Colorado  80218.  576-22-lB 


FOR  SALE:  Seven-drawer  steel  filing  cabinet  for  7 x 5 cards. 
Remington  Rand.  $69.00.  Call:  (303)  377-8593.  576-21-lB 


POSITIONS  AVAILABLE  FOR  GENERAL  INTERNISTS,  GPs 
OR  CARDIOLOGISTS.  Board-certified  or  Board-eligible 
preferred.  Beginning  salary  from  $30,000-$37,800  per  year, 
depending  upon  qualificiations,  plus  automatic  pay  bonus  of  $5,000 
to  $10,000  per  year.  Complete  malpractice  insurance  coverage 
provided.  Liberal  fringe  benefits.  Life  insurance,  health  insurance, 
retirement,  .30  days  vacation  plus  15  days  sick  leave  each  year.  An 
unexcelled  opportunity  to  engage  in  a challenging  medical  practice 
in  a rural  setting  offering  unlimited  recreational  opportuni- 
ties— Hunting,  Fishing,  Boating,  Snow  and  Water  Skiing,  plus  fresh, 
clean  air  in  abundance.  Contact:  Norman  C.  Jorgensen,  MD,  Chief 
of  Staff,  or  Frank  W.  Caldwell,  Director,  VETERANS  ADMINIS- 
TRATION HOSITAL,  Miles  City,  Montana  59.301;  Phone:  (406) 
232-3060.  Non-discrimination  in  employment.  576-20-2B 


PRIMARY  CARE 
PHYSICIANS 

HEALTH  SYSTEMS  RESEARCH  INSTI- 
TUTE has  immediate  opportunities  for 
well  qualified  physicians  in  attractive 
western  rural  communities. 
Comprehensive  medical  and  ad- 
ministrative support  system  provides 
around-the-clock  medical  backup  via  a 
medical  center  hotline;  complete 
business  management  of  the  outpatient 
clinic;  qualified  support  personnel; 
malpractice  insurance;  an  excellent 
benefits  package;  relocation  expenses; 
outstanding  guaranteed  salary.  Write  or 
call  Dr.  Alan  Kronhaus,  Associate 
Medical  Director,  or  Sandra  McCor- 
mick, Manager,  Professional 
Recruiting,  HSRI,  715  East  3900  South, 
Suite  205,  Salt  Lake  City,  Utah  84107, 
(801)  261-1000. 


U.  S.  Food  and  Drug  Administration,  Rockville,  Maryland 

The  U.  S.  Food  and  Drug  Administration,  Public  Health  Service,  Department  of 
Health,  Education  and  Welfare  is  seeking  candidates  for  the  positions  of  Director  of 
Cardio-Renal  Products  and  Director  of  Neuropharmacological  Drug  Products.  Respon- 
sibilities include  the  review  of  New  Drug  Applications  (NDA’s)  and  Notices  of  Claimed 
Investigational  Exemptions  for  New  Drugs  (IND’s).  The  Cardio-Renal  position  reviews 
are  for  cardiovascular,  antihypertensive  and  gastroenterological  drugs  while  the 
Neuropharmacological  reviews  involve  neurologic  and  psychopharmacologic  drugs.  Divi- 
sion Directors  are  responsible  for  formulation  of  policy  and  development  standards  and 
guidelines  for  the  study  of  new  drugs  in  these  areas.  They  are  the  chief  professional  and 
administrative  officers  for  divisions  consisting  of  between  45  and  60  persons  composed  of 
physicians,  pharmacologists,  chemists,  psychologists,  other  professionals  in  terms  of  the 
scientific  and  clinical  evidence  on  the  safety  and  effectiveness  of  the  new  drugs  regulated 
by  these  divisions. 

The  position  of  the  Director  of  the  Division  of  Cardio-Renal  Drug  Products  requires  a 
physician  of  outstanding  professional  ability  with  recognized  expertise  in  cardiology  or 
hypertension.  The  position  of  the  Director  of  the  Division  of  Neuropharmacological  Drug 
Products  requires  a neurologist  or  psychiatrist  of  outstanding  professional  competence 
and  recognized  expertise  in  neurology  or  psychiatry.  A clinical  psychologist  (Ph.D)  of  un- 
usually outstanding  credentials  may  be  considered  for  the  latter  position.  Applicants  re- 
quire accurate  judgment,  the  ability  to  plan  and  organize  work,  effectiveness  in  writing, 
speaking  and  interpersonal  skills,  and  demonstrated  outstanding  administrative  abilities. 

The  positions  provide  professional  recognition  and  continuing  contacts  with 
colleagues,  good  salary,  comprehensive  fringe  benefits,  and  excellent  job  security. 
Applicants  must  be  United  States  citizens.  Eligibility  is  based  upon  Civil  Service 
regulations.  Salary  ranges  from  $36,338  to  $37,800  a year.  The  Food  and  Drug  Administra- 
tion is  an  Equal  Opportunity  Employer.  Send  resume  to:  FDA  Division  of  Personnel 
Management  (HFA-400,  Frank  Mischou),  Room  4B-44,  .5600  Fishers  Lane,  Rockville, 
Maryland  20852. 
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HEALTH  PROFESSIONALS  WANTED! 

Apply  now  for  specific  Peace  Corps  projects 
starting  July,  August,  September 

Samplings  include: 


RN’s/BSRN’s:  Public  Health  projects  in  Ecuador,  Brazil.  Instructors  at 
hospitals  in  British  Honduras,  Botswana. 

Pediatric-newborn  projects  in  Brazil.  Many  requests  in  69  countries. 
PT’s/OT’s:  Brazil,  Thailand,  Costa  Rica. 

Optometrist:  Establish  dispensary  at  government  hospital  in  Botswana. 
Medical  Technician:  Teach  at  University  on  Ivory  Coast. 

Laboratory  Technician:  Teach,  set  up  labs  for  hospitals  in  Lesotho. 
X-ray  Technician:  Train  hospital  staffs  in  Thailand. 

Health  Educators:  Work  in  extensive  Ministry  of  Health  projects  in 
Cameroon,  Philippines,  Guatemala. 

Opportunity  for  personal,  professional  growth,  travel.  Living  allowance, 
transportation,  housing,  medical,  $1200  bonus.  Singles,  marrieds  with  no 
children  only. 

For  information  contact: 

ACTION,  Room  524,  1050  17th  Street 
Denver,  Colorado  80202 
Or  Call:  (303)  837-4173 


New  from  Lilly/Dista  Research 


NATION' 

fenopnjfen  calcium 


300-mg.*  Pulvules® 


^DISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600091 
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Let 

WEISS  & ASSOCIATES 
Provide  you  with  Qualified,  Competent, 
Trained  Receptionists  and  Assistants 
To  Temporarily  Replace  Your  Personnel 
On  Leave,  Illness,  Etc. 

For  More  Information  On  This  And  Other 
Services  W&A  Provides  the  Medical 
Profession,  Call  or  Write 
303-771-3771 

P.O.  Box  8233,  Denver,  Coiorado,  80201 
An  Equal  Opportunity  Employer 
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The  ultimate  objective  tes 
sleep  laboratory  proo: 
of  effectiveness . . . now  h 
geriatric  insomnia  patienti 


Six  female  insomniacs,  ranging  in  age  from  67  to  82  yeai 
received  Dalmane  (flurazepam  HCl)  for  seven  consecuti 
nights  in  the  sleep  research  laboratory.'  Improvement  over  p 
treatment  baseline  levels  was  significant  for  sleep  induction  ai 
sleep  maintenance  (p<.05).  And  the  greater  the  sleep  profile 
in  these  patients,  the  better  the  effect  with  Dalma] 
(significant  correlation  at  p<.01  lev 


' - ' 


jDiderly  msomniacs 
leE  asleep  faster, 
'jlept  longer’ 
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’Results  expand  and 
pDnfirm  objective 
iToof  of  efficacy 
a younger  adults 
'idi  insomnia 


The  effectiveness  of  Dalrnane 
( urazepam  HCl)  was 
rmonstrated  in  earlier  studies  of 
younger  adults  with  trouble 
lliing  asleep,  sta57ing  asleep  or 
ueping  long  enough  2 On  average, 

i these  studies,  Dalmane  induced 
uep  within  17  minutes  and 

] ovided  7 to  8 hours  of  sleep,  at 
1 2 same  time  reducing  number 
( nighttime  awakenings. 

] dative  safety,  even 

ii  patients  on  warfarin 

Morning  "hang*over”  has  been 
I ativeiy  infrequent  with 
I ilmane.  And  no  unacceptable 
f ctuation  in  prothrombin  time 
1 s been  reported  in  warfarin 
f tients  on  Dalmane .2.3  The  usual 
£ ult  dosage  is  30  mg  h.s. ; in 
elerly  and  debilitated  patients, 
blit  initial  dosage  to  15  mg  to 
f Ip  preclude  oversedation, 
c iziness  or  ataxia. 


Before  prescribing  Dalniaiie  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
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Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
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falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
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indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
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direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
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To  the  Editor: 

I appreciate  you. 

I appreciate  the  Rocky  Mountain  Medical  Jour- 
nal and  am  thankful  that  someone  in  the  editorial 
writing  business  will  remember  the  great  men  of 
America’s  past.  Your  editorial  on  Joseph  Warren  was 
superb. 

I only  wish  that  the  children  of  our  country  were 
receiving  the  inspirational  messages  in  the  classrooms 
and  less  of  the  universal  business.  Wasn’t  it  Guizot 
who  asked  James  Russell  Lowell  how  long  he  thought 
that  America  would  last  and  Mr.  Lowell  replied,  “as 
long  as  the  children  remember  the  greatness  of  the 
fathers”? 

This  is  the  greatest  country  in  the  world  and  there 
is  no  wrong  the  people  could  not  right  if  they  only 
knew  what  is  happening  to  their  noble  heritage  be- 
queathed to  them  by  Drs.  Warren,  Rush,  Thornton, 
Wolcott  and  Bartlett — to  name  five  prominent  be- 
queathers. 


Sincerely, 

George  Richardson,  MD 
Roswell,  New  Mexico 
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XAs  WE  MOVE  THROUGH  1976,  medicine  is  facing 
increased  pressure  from  all  sides.  So  what’s 
new?  It  is  my  fear  that  the  advancement  of  the 
science  of  medicine  has  slowed  drastically — or 
even  reversed.  From  every  side  there  are  actions 

and  demands  which 
thwart  the  develop- 
ment and  the  practice 
of  medicine.  We  seem  to 
be  going  backwards. 

The  most  obvious  pressures  are  from  the 
federal  government.  There  is  the  definite  threat 
of  federal  intervention  on  one  side  and  lack  of 
physician  support  on  the  other.  With  the 
passage  of  Public  Law  93-641,  we  face  an  un- 
known under  which  we  seem  to  have  little  con- 
trol. The  regionalization  of  services  that  are 
proposed  under  this  legislation  could  return 
Wyoming  medicine  to  the  1900  level.  My  grand- 
mother was  required  to  travel  to  Omaha, 
Nebraska,  for  a cholecystectomy,  and  I wonder 
if  we  are  progressing  backwards  to  this  level 
again. 

A second  change  in  federal  policy  is  lack  of 
funding  for  experimental  medicine  and  research 
which  has  spurred  many  of  the  advancements  in 
the  past  two  decades.  Funds  have  been  sharply 
curtailed  in  the  last  few  years.  The  level  of 
rendered  medical  care  must  be  progressive — 
or  it  will  automatically  regress. 

The  malpractice  problem,  a tired  horse 
which  has  been  whipped  at  every  turn,  needs  re- 
emphasis  in  this  context.  Many  of  the  new 
medical  advances  are  not  being  employed  for 
fear  of  suit,  because  any  deviation  from  previous 
standards  can,  and  often  does,  leave  us  open  to 
this  threat.  In  fact,  the  danger  of  litigation  is  so 
great  that  medically  high  risk  procedures  are  no 
longer  worth  the  litigation  risk. 

Added  to  all  this,  and  partly  stemming  from 
it,  is  the  distressing  fact  that  newer  members  of 
the  profession  are  unable  to  set  up  practice  on  a 
solo  basis.  Today’s  economy  makes  it  virtually 
impossible.  As  a consequence,  smaller  com- 
munities, such  as  we  have  in  Wyoming,  are 
definitely  affected  and  often  hurt. 


Threat  of 
Regression 


These  are  only  a few  examples  of  the  threat 
of  regression  in  the  field  of  medical  science  to  the 
level  of  forty  or  fifty  years  in  the  past.  The  return 
of  the  horse  and  buggy  may  conserve  energy  and 
may  be  a step  in  the  right  direction,  but  I don’t 
believe  “Horse  and  Buggy”  medicine  would  be 
acceptable  in  this  day  and  age. 

We  are  most  encouraged  at  this  time  with  the 
local  support  we  have  received  in  Wyoming  from 
state  and  county  government,  in  an  attempt  to 
overcome  many  of  these  problems.  Our 
legislature  has  been  most  receptive  to  our 
malpractice  problems.  They  also  have  sup- 
ported our  endeavor  to  provide  medical  educa- 
tion for  Wyoming  residents.  We  will  be  starting 
our  first  year  of  a Family  Practice  Residency  in 
July,  1976,  with  the  hope  of  providing  more 
primary  care  physicians  in  rural  Wyoming.  Our 
medical  school  is  still  in  the  planning  stage,  but 
there  is  hope  on  the  horizon.  It  is  sad  that  federal 
bureaucracy  overshadows  these  advances. 

Patrick  D.  Nolan,  MD 

President,  Wyoming  State  Medical  Society 


T, 


The  Future  and 
The  Journal 


HE  FUTURE  OF  THE  Rocky  Mountain  Medical 
Journal  is  brought  into  question  by  recent  ac- 
tions of  the  states  of  Utah  and  Nevada  in  with- 
drawing their  participation.  Actually,  the  cost  of 
the  Rocky  Mountain  Journal  is  five  dollars  per 

year  and  represents  a 
return  of  some  six  issues 
plus  the  Directory  of  the 
rocky  mountain 
physicians.  Over  the 
years  the  cost  has  not  been  a factor  since  the  use 
of  the  directory  was  considered  to  be  worth  the 
five  dollars  per  year  charge. 

The  withdrawal  of  these  two  states  from  the 
Journal  is,  of  course,  not  a disaster.  It  does  not 
threaten  the  financial  structure  of  the  publica- 
tion or  change  its  mission  or  potential.  But  it  has 
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occurred  to  me  that  withdrawal  may  be  more 
representative  of  a trend  than  might  appear 
upon  cursory  examination.  I am  saying  that  we 
are  a splintered  society  that  appears  to  be 
headed  in  the  direction  of  more  division  rather 
than  less.  States,  cities,  institutions  and  in- 
dividuals often  reach  a certain  degree  of  pre- 
eminence that  allows  them  the  freedom  of  going 
it  alone  without  any  particular  need  to  assess 
the  necessity  of  their  contribution  to  their  im- 
mediate or  surrounding  community.  Does  this 
trend  to  run  our  own  show  isolated  from  our 
allies  portend  withdrawal  of  support  by  the 

remaining  states  of  the  journal? 

\ 

Of  course,  there  are  problems  with  the  type 
of  material  submitted  to  and  published  in  the 
Rocky  Mountain  Medical  Journal.  The  quality 
of  papers  is  sometimes  less  than  excellent.  On 
the  other  hand,  there  have  been  some 
remarkable  articles.  On  the  whole,  the  general 
quality  of  the  articles  is  good,  and  the  papers 
reflect  the  flavor  of  rocky  mountain  medicine.  In 
defense  of  the  papers  that  may  be  substandard, 
let  us  remember  that  this  journal  represents  the 
only  possible  vehicle  for  scientific  publication 
for  many  physicians  who  would  otherwise  have 
no  outlet  for  their  efforts. 

On  a broader  front,  the  intent  of  this 
editorial  is  to  raise  this  question:  Are  the  states 
of  the  rocky  mountain  range  ready  to  dissolve 
their  bonds  of  common  unity?  I should  think 
not.  As  a matter  of  fact,  I think  there  are  great 
opportunities  ahead  for  a more  tightly  bound  re- 
gional unit  of  these  four  states  for  the  purposes 
of  the  distribution  of  medical  education,  the 
common  concerns  on  social,  political,  and 
economic  fronts,  and  the  development  of  greater 
grass  roots  contact  with  the  medical  schools. 
There  is  an  opportunity  for  the  combined  state 
society  membership  of  these  four  states  to  con- 
vene annually  for  scientific  programs  from  the 
medical  schools  of  New  Mexico  and  Colorado 
and  the  other  scientific  institutions  of  the  area. 

My  proposal  is  then,  that  we  recognize  the 
dangers  of  division  and  dissolution  of  the  sup- 
porting states  of  New  Mexico,  Colorado,  Wyo- 
ming and  Montana  and  that  we  do  something 
about  it.  I propose  that  we  act  as  a Rocky  Moun- 
tain Medical  Society  and  on  a unified  basis  work 
for  improved  patient  care  in  the  whole  mountain 
area. 


Francis  A.  Barrett,  MD 


A RECENT  HEALTH  CARE  meeting,  a speaker 
made  two  remarks  which  seem  to  sum  up  the 
growing  dilemma  in  which  the  medical  profes- 
sion finds  itself. 


The  first  statement  was  “Whenever  you  deal 
in  human  problems, 
there  are  no  simple 
answers.”  On  the  local 
level,  no  one  knows  this 
better  than  physicians 
as  they  seek  to  respond  to  each  of  their  patient’s 
needs. 


The  Dilemma 
of  Medicine 


On  the  state  and  national  level,  who  would  ar- 
gue with  the  premise  that  all  people  should  have 
access  to  medical  care — regardless  of  their  in- 
come, ethnic  grouping  or  geographical  location? 
Conversely,  however,  does  creating  a govern- 
ment bureaucracy  to  administer  these  pro- 
grams, with  the  attendant  regulations  and 
regulators  who  many  times  are  totally  ignorant 
of  local  situations,  really  improve  the  lot  of  those 
we  are  trying  to  help? 

The  companion  statement  of  the  speaker  was 
“Whenever  you  are  told  it’s  for  the  good  of 
society,  individuals  are  going  to  lose  some  of 
their  freedoms  and  prerogatives.”  The  proof  of 
this  statement  is  all  around  us.  Physicians  are 
being  told  that,  for  the  good  of  the  federal 
budget,  your  fees  for  medicare  and  medicaid  are 
being  held  at  a lower  level,  for  the  good  of  the 
federal  health  care  programs,  new  legislation 
will  make  it  harder  for  doctors  to  reject 
assignment,  for  the  good  of  “better  health  plan- 
ning”, non-health  care  providers  are  going  to 
decide  what  kind  of  medical  services  should  be 
delivered  in  what  communities. 

As  the  officers  of  the  Wyoming  State  Medical 
Society  toured  the  state  this  year,  meeting  and 
talking  with  doctors  in  their  communities,  a ris- 
ing theme  became  apparent  . . . the  frustration 
of  physicians  over  the  professional  liability 
situation,  over  government  restrictions  on  their 
practices  and  over  the  criticism  of  health  care 
costs.  However,  there  is  another  aspect  to  this 
growing  litany  of  problems,  and  it  is  that 
physicians  and  physicians’  groups  must  exert 
leadership  in  the  health  care  field — now  as  never 
before.  Only  with  involvement  in  the  various 
programs  which  the  government  hatches  can 
doctors  and  others  in  the  health  care  field 
balance  the  rhetoric  with  practical  experience 
on  the  scene.  Only  with  leadership  can 
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physicians  tailor  new  programs  to  include  as 
much  freedom  as  possible. 

The  danger  is  that  physicians  will  grow  tired 
of  “fighting  the  bureaucrats”  and  just  give  in. 
The  real  threat  to  the  medical  profession  is  not 
new  programs — it  is  the  head-in-the-sand 
apathy  which  says  “I’m  just  going  to  treat  my 
patients  and  everything  will  turn  out  all  right.” 
Doctors  must  be  alert  to  changes  which  affect 
their  profession.  Doctors  must  work  together  to 


choose  those  issues  on  which  to  fight  and  those 
which  are  really  not  important. 

To  quote  another  speaker  of  an  earlier  time, 
Benjamin  Franklin,  “We  must  all  hang  to- 
gether, for  most  assuredly  if  we  do  not,  we  will 
hang  separately.” 

Robert  G.  Smith 

Executive  Director 

Wyoming  State  Medical  Society 


OUR  COVER 

Grand  Canon  of  the  Yellowstone  joins  the  greatest  of  Wyoming  scenery  with  the 
finest  painter  associated  with  the  state.  The  work  was  done  between  1893  and  1901,  and 
now  belongs  to  the  Smithsonian  Institution  in  Washington,  D.C. 

Yellowstone  National  Park  remains  Wyoming’s  greatest  natural  treasure.  It  was  the 
first  American  park  to  be  nationalized,  and  is  by  far  tbe  largest  in  size.  For  aeons,  water, 
wind,  and  weathering  wore  the  Canyon  deep  into  decomposed  rhyloite  lava  beds,  to 
produce  the  extravagant  coloring  that  Moran  so  brilliantly  realizes. 

Thomas  Moran  was  born  in  Lancashire,  England,  and  when  he  was  seven  his  parents 
moved  the  family  to  Philadelphia.  After  Moran  completed  grammar  school  at  the  age  of 
16  he  became  apprenticed  to  the  Philadelphia  wood  engraving  firm  of  Scattergood  and 
Telfer.  Under  skilled  instruction  he  rapidly  learned  the  illustrative  needs  of  engraving, 
discovering  that  he  was  naturally  gifted.  The  art  of  observing  nature  and  reporting  its 
details  persuasively  was  steadily  mastered. 

The  overwhelming  experience  of  Moran’s  life  was  discovering  Wyoming,  and  Yellow- 
stone in  particular.  He  visited  Yellowstone  in  1871  as  a member  of  the  Hayden  survey 
team,  sketching  and  recording  in  his  pocket  sketchbook  specifics  of  great  vistas  for  later 
rendering  on  larger  canvases.  Later  he  was  to  find  such  other  staggering  Western  vistas  as 
the  Grand  Canyon  of  the  Colorado  and  the  Mountain  of  the  Holy  Cross. 

In  the  West,  Moran’s  art  developed  a distinctive  quality,  achieving  that  Western 
sense  of  distance  where  far  objects  loomed  sharply  in  focus  because  of  the  extreme  clarity 
of  the  air.  He  had  studied  the  English  painters  Turner  and  Constable  carefully,  and 
learned  much  from  their  use  of  color  and  space. 

It  is  fitting  that  Thomas  Moran  be  honored  by  the  Rocky  Mountain  Medical  Journal 
this  bicentennial  year.  He  was  awarded  a gold  medal  at  the  Philadelphia  Centennial  in 
1876  for  his  painting  of  the  Mountain  of  the  Holy  Cross  in  the  heart  of  Colorado,  a work 
that  became  one  of  the  most  popular  of  the  late  19th  century.  Later  Wyoming  was  to 
recognize  and  honor  him  as  a towering  figure  when  one  of  the  great  peaks  of  the  Grand 
Tetons  was  named  Mount  Moran. 

The  painting  was  purchased  by  the  United  States  government  under  the  direction  of 
the  Congress,  and  hangs  in  the  National  Collection  of  Fine  Arts  in  the  Smithsonian  In- 
stitution at  Washington,  D.C.  Moran,  incidentally,  always  used  the  Spanish  spelling  of 
“Canon”,  though  he  did  not  use  the  tilde  over  the  letter  n.  We  express  our  thanks  and  give 
credit  to  the  National  Collection  of  Fine  Arts  at  the  Smithsonian  Institution  for  the  use  of 
the  painting,  and  to  the  University  of  Notre  Dame  Art  Gallery  at  Notre  Dame,  Indiana  for 
use  of  color  separations.  AY 
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Plastic  surgery  on  the  Wyoming  frontier 


Dr.  Thomas  G.  Maghee 


David  Crosson,  B.S.,  M.A.,  Laramie,  Wyoming* 


Saving  face  in  the  west. 

On  a cold  November  day  in  1886  the  Carbon 
County  Journal  casually  recorded  that  “a  sheep 
herder  named  Geo.  Webb  in  the  employ  of  Mr. 
Robert  Taylor,  working  with  the  stock  grazing  in 
the  vicinity  of  Sulphur,  made  an  attempt  at 
suicide  on  the  morning  of  the  2nd.”  The  Raw- 
lins, Wyoming,  newspaper  then  described  the 
conditions  preceding  the  ill-fated  act  and  re- 
corded that,  “When  discovered,  it  was  found 
that  he  had  placed  the  gun  under  the  point  of 
the  chin,  and  the  shot  tore  . . . away  a large  part 
of  the  chin  and  upper  lip  and  the  end  of  the  nose. 
The  injured  man  was  brought  to  the  city 
Wednesday  night  and  taken  in  Dr.  Maghee’s 
hospital,  where  the  wound  was  dressed  by  Dr. 
Maghee.”  This  understated  chronicle  then  con- 
cluded that  “unless  erysipelas  sets  in  the  man 
will  live.” 

One  would  assume  from  this  account  that 
there  was  nothing  unusual  in  surviving  a 
shotgun  blast  to  the  head  and  that  Dr.  Maghee 
had  done  nothing  more  than  dress  the  wound 
and  release  the  unfortunate  shepherd,  full  of 
body,  weak  of  heart,  and  absent  of  face.  How- 
ever, in  over  six  months  of  operations,  Thomas 
G.  Maghee  restored  Webb’s  lost  face,  phys- 
ically, at  least,  and  performed  one  of  the 
medical  miracles  of  the  American  West.  The 
success  of  the  operation  defied  international 
medical  advice  at  the  time,  the  infectious  Raw- 
lins dust,  and  the  previous  failures  of  a not-too- 
promising  frontier  doctor. 

Thomas  C.  Maghee  was  not  unprepared  for 
the  miracle  that  he  performed  during  the  winter 
of  1886-67,  but  neither  was  he  one  from  whom 


"David  Crosson  is  Research  Historian,  Western  History  Center, 
University  of  Wyoming,  Laramie,  Wyoming. 


medical  marvels  were  expected  as  com- 
monplace. After  serving  with  the  Twenty- 
Fourth  Indiana  Infantry  during  the  Civil  War, 
young  Thomas  Maghee  returned  to  Evansville, 
Indiana,  in  which  he  had  been  born  in  1842, 
studied  medicine,  and  graduated  from  the  Med- 
ical College  of  Evansville  in  the  spring  of  1873. 
Upon  graduation  Maghee  accepted  a position  as 
contract  doctor  with  the  United  States  Army 
and  spent  the  first  few  months  at  various  posts 
in  Nebraska. 

In  August  1873  Thomas  Maghee  was  ap- 
pointed medical  officer  in  charge  of  Camp 
Brown  (later  Fort  Washakie),  Wyoming  Terri- 
tory, a position  which  he  was  “exceedingly  anx- 
ious” to  accept,  and  he  reached  his  new  charge 
on  September  10th.  After  four  and  a half  years 
at  Camp  Brown,  Maghee  decided  to  set  up 
private  practice  and  stay  in  Wyoming. 

Although  Maghee  had  a prickly  personality 
and  was  extremely  sensitive  to  suspected  insults 
and  slights,  he  maintained  at  least  an  accep- 
table relationship  with  the  troops  at  Camp 
Brown.  This  was  fortunate  and  necessary,  for 
the  doctor  served  these  men  both  in  the  bar- 
racks and  on  the  field  of  battle.  Although  he  had 
originally  been  promised  that  the  “would  have 
no  scouting  to  do,”  Maghee  noted  in  February 
1874  that  “I  will  of  course  accompany  every 
scout  to  meet  the  Sioux  from  here.  It  may  be  I 
will  meet  my  fate  out  here,  but  I hope  not.” 
Then  he  added,  “I  believe  I will  double  my  life 
insurance.”  The  doctor  was  with  the  party,  com- 
manded by  Captain  Alfred  Bates  and  accom- 
panied by  aproximately  one  hundred  Shoshone 
Indians,  that  attacked  a small  Arapahoe  camp 
in  the  Big  Horn  Mountains  on  July  4,  1874.  This 
was  the  sharpest  fight  that  Maghee  experienced 
in  his  tenure  at  Camp  Brown. 

In  more  pleasant  and  less  exciting  times  the 
novice  surgeon  escorted  surveying  and  exploring 
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Fig.  1.  George  Webb.  The  shepherd’s  “attempted  self- 
destruction  was  premeditated,  and  its  failure  regretted.  ” 


Fig.  3.  As  the  series  of  operations  progressed,  tissue  was 
transferred  to  the  area  of  the  restoration  from  the  arm.  wrist, 
hand — and  forehead. 


Fig.  2.  Maghee  began  the  first  plastic  operation  on  George 
Webb  on  November  16,  1886.  Both  physician  and  patient 
appeared  ready. 


Fig.  4.  In  June  1887  Dr.  Thomas  Maghee  finished  restoring  a 
“comely  face"  to  George  Webb. 
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parties  into  the  spectacular  Wind  River  country 
of  Wyoming.  His  correspondence,  official 
reports,  and  diary-like  “Post  Record”  are  replete 
with  detailed  and  insightful  observations  taken 
from  these  various  excursions.  Occasionally  the 
descriptions  were  poetic:  “Clear  as  crystal,  cold 
as  charity,  peaceful  as  death”  was  the  Bull  Lake 
Fork  of  the  Wind  River.  At  sunrise,  “when  the 
sun  has  leaped  the  mountains  in  the  East,”  he 
wrote  like  a modern-day  Homer,  “the  tips  of  the 
western  range,  snow  covered,  gleam  and  scinti- 
late  in  the  effulgence  of  light  until  one  may  well 
imagine  the  sheen  of  the  white  wings  of  angels 
who  have  been  hovering  around  through  the 
weary  watches  of  the  night  and  soaring 
heavenward.” 

At  other  times  the  physician’s  technical 
observations  added  ribald  luster  to  an  otherwise 
mundane  report.  On  his  first  trip  through  the 
heart  of  the  Wind  River  Mountains,  the  Camp 
Brown  medical  officer  stood  at  the  magnificent 
summit  of  the  Continental  Divide,  looked  upon 
the  splendor  before  him  and  recorded  that  there 
“were  swarms  of  mosquitos  buzzing  over,  or 
alighting  on  the  snow,  and  in  many  instances 
[were]  actually  engaged  in  the  act  of  copulation, 
while  on  the  snow.” 

Maghee  recorded  the  first  visit  to  the  hot 
springs  on  the  Wind  River,  at  the  site  of  pres- 
ent-day Thermopolis,  Wyoming.  His  report  was 
detached,  objective,  and  specific,  and  suggested 
little  of  the  excitement  that  actually  stirred  the 
young  observer.  He  “procured  some  specimens 
of  the  deposit  and  some  bottles  of  the  water” 
and  then  noticed,  with  a mixture  of  humor  and 
horror,  that  “a  rattle  snake  had  fallen  into  the 
reservoir  and  was  thoroughly  cooked.”  Within 
only  a few  months  the  doctor  was  accepting 
patients  to  “take  the  waters”  as  a cure  for 
sundry  ailments  and  afflictions.  Thus  began  the 
medical  and  promotional  activities  associated 
with  the  springs,  continuing  today. 

When  Acting  Assistant  Surgeon  Mag- 
hee— he  was  never  officially  in  the  regular  ar- 
my— was  not  reconnoitering  the  landscape,  re- 
cording the  marvels  of  nature,  directing  visiting 
Easterners  to  “the  springs,”  or  servicing  the  In- 
dians of  the  Wind  River  Agency,  he  sometimes 
treated  the  indigents  of  various  Wyoming  coun- 
ties— not  always  to  mutual  satisfaction.  The 
Uinta  County  Wyoming  Board  of  Commission- 
ers sent  one  E.  Bissill  to  Maghee  “for  the  benefit 


of  his  health,”  After  forty-six  days,  during  which 
Bissell  took  “five  quarts  of  very  concentrated 
medicines,  about  thirty  baths  in  the  spring  and 
not  one  drop  of  spiritous  liquours,”  the  physi- 
cian released  the  patient  and  bill  Uinta  County 
for  one  hundred  and  sixty  dollars.  He  received 
only  ninety.  Irate,  the  doctor  wrote  “the  Honor- 
able Chairman  & Board  of  Commissioners  of 
Unita  County,”  purposefully  misspelling  the 
name,  that  he  charged  five  dollars  “per  visit  or 
prescription”  and  made  it  “a  rule  to  either 
receive  my  full  fee  or  none.  In  short,”  he  con- 
cluded, “I  am  not  a two  and  half  dollar  doctor,” 
and  he  returned  the  check.  The  board  posted  it 
once  more,  suggested  that  he  donate  it  to 
charity,  and  asked  “what  sized  Doctor  do  you 
figure  yourself  to  be?”  The  difficulty  was  solved 
when  the  Uinta  County  constituency  elected  a 
new  Board,  which  promptly  paid  Maghee’s  bill 
in  full.  Such  was  the  condition  of  social  welfare 
in  the  West  in  1876. 

All  of  these  activities — scientific  explora- 
tion, doctoring  the  reservation  Indians,  private 
medical  treatment — were  only  tangential  to 
Maghee’s  primary  responsibility  of  servicing  the 
medical  needs  of  an  army  post  on  the  western 
frontier.  His  usual  duties  encompassed  certify- 
ing medical  discharges,  opposing  the  location  of 
a well  too  close  to  the  camp  latrine,  and  super- 
vising the  construction  of  a new  post  hospital. 
His  more  spectacular  treatments  included 
several  eye  operations,  the  successful  treatment 
of  a compound  fracture,  which,  because  of  the 
inability  to  control  infections,  would  normally 
have  been  considered  fatal,  and  an  amputation 
of  a toe.  The  amputation,  however,  provided  a 
less  than  auspicious  beginning  to  a successful 
surgical  career. 

“When  I have  looked  forward  to  my  1st  am- 
putation,” wrote  post  medical  officer  Maghee  in 
January  1874,  “I  have  at  times  felt  greatest  con- 
fidence and  again  trepidation.”  As  he  then 
described  that  “first  amputation,”  it  is  obvious 
that  his  concern  was  not  misplaced. 

“Thursday  I found  [that]  the  toes  of  [the] 
frost  bitten  foot  of  ‘Harmen’.  . . had  become 
gangreenous  [sic]  and  the  great  toe  and  the  next 
on  his  left  foot  would  have  to  come  off.  After 
reading  the  matter  up  I determined  to  operate. 
Now  it  was  necessary  to  use  ether,  also  to 
operate  before  all  the  officers,  both  embarras- 
sing in  the  extreme.  What  was  my  dismay  when 
suddenly  I found  my  patient  pulseless  and 
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breathless  under  the  influence  of  the 
anaesthetic.  Preserving  my  equanimity  however 
I drew  his  tongue  forward  with  a pair  of  forcepts 
and  was  rewarded  by  the  resumption  of 
respiration.  Exchanging  ether  for  chloroform,  I 
had  no  further  trouble.” 

But,  “now,”  he  added,  “comes  the  bad  part 
of  the  performance.”  He  miscalculated  with  the 
incision  and  disarticulated  the  next  toe.  “I  felt 
miserable  over  the  affair,”  he  lamented, 
“though  I do  not  think  any  of  the  officers 
realized  that  I had  made  a failure.”  Maghee’s 
face — and  Harmen’s  foot — were  saved  when  the 
blood  coagulated  within  the  podal  appendage. 
The  physician’s  conscience  would  not  let  him 
rest,  however,  and  he  rose  early  the  next  morn- 
ing, connected  and  tied  the  bleeding  vessels,  in- 
serted sutures,  and  was  “rejoiced”  to  find  his 
“patient  easy  and  the  foot  in  as  good  [of]  condi- 
tion as  a master  hand  could  have  left  it.” 

Despite  his  success  and  growing  reputation, 
Thomas  Maghee  was  not  entirely  satisified  at 
Camp  Brown.  Much  to  his  embarrassment, 
Maghee  remained  a contract  doctor,  a civilian, 
for  his  entire  service  at  Camp  Brown.  He  failed 
the  army  qualifying  medical  examination  in  No- 
vember 1874,  and  was  preparing  to  appear  again 
before  the  Army  Medical  Examining  Board  in 
New  York  City  on  May  20,  1878,  when  he  re- 
corded “Post  Surg.  to  Green  River.”  By  June 
1878  Thomas  Maghee  was  no  longer  employed 
by  the  United  States  Army,  and  he  embarked 
upon  the  medical  career  that  was  to  lead  him  to 
George  Webb  ten  years  later. 

After  serving  one  term  as  Democratic  repre- 
sentative from  Sweetwater  County  in  the  terri- 
torial legislature,  he  moved  his  politics  and  his 
practice  to  Rawlins  in  1880.  The  doctor  con- 
structed an  office  on  the  north  side  of  Cedar 
Street,  where  he  maintained  “one  of  the  finest 
equipments  of  surgical  instruments  to  be  found 
in  the  west.”  From  1878  to  1905  he  served  the 
Union  Pacific  Railroad  as  surgeon,  and  in  1881 
he  added  the  duties  of  examining  surgeon  for  the 
United  States  Pension  Office.  What  had  been  a 
mediocre  career  to  1878  burgeoned  with  success 
and  was  highlighted  by  the  plastic  surgery  to 
George  Webb’s  face  in  1886. 

Maghee’s  own  account  of  the  surgery  is 
detailed,  often  rambling,  and  sometimes 
humorous.  He  maintained  a complete  record  of 
the  progress  of  the  restoration  and  in  1889 
penned  two  descriptive  narratives.  An  account 


that  was  published  after  1905  was  apparently  a 
consolidation  of  both  previous  editions.  All  three 
versions  tell  the  same  story. 

“Nov.  2nd,  1886,  Geo.  Webb,  age  53  yrs., 
heighth  5 ft.  10  in.,  wt.  150  lbs.,  blond,  of  erect 
carriage,  quick  movement,  native  of  England, 
and  a sheep-herder,  attempted  suicide.”  The 
powder  burn  had  prevented  hemorrhage,  and 
“shock  did  not  exist  nor  had  any  occurred.  In- 
terrogation showed  his  mind  to  be  apparently 
sound,  [and]  that  the  attempted  self  destruction 
was  premeditated,  and  its  failure  regretted.” 
Webb  was  taken  by  wagon  to  Rawlins,  where 
“tea,  soup,  and  milk  punch  were  administered 
by  means  of  a feeding  cup  and  rubber  tube.” 

Removal  of  the  beard  exposed,  “in  all  its 
hideousness,  the  mangled  mass  extending  from 
the  inferior  edges  of  the  nasal  bones,  to  the 
superior  border  of  the  thyroid  cartilage.  In  the 
center  of  this,  alone  uninjured,  was  the  tongue, 
flanked  on  either  side  by  portions  of  the  inferior 
maxilla,  with  but  a single  tooth  in  each.  The 
anterior  portions  of  the  superior  maxilla  were 
deprived  of  alveola;  the  other  parts  of  the  nose 
[were]  destroyed;  both  lips,  the  chin,  and  the 
entegument  below  the  pomum  adami  [were]  en- 
tirely gone.” 

Since  Maghee  firmly  believed  in  the 
healthfulness  of  Wyoming’s  pure,  bracing  air, 
the  wound  was  dressed  open.  After  seven  days 
on  a liquid  diet,  the  patient  was  “much 
emaciated  and  reduced  in  strenth.”  A raw  oyster 
was  thrust  well  back  on  Webb’s  tongue,  “and 
after  repeated  efforts”  he  swallowed  it.  “By  the 
aid  of  a small  mirror,  he  thenceforth  fed  himself. 

. . .”  The  problem  of  survival  solved,  the  sur- 
geon then  began  reconstruction. 

After  removing  the  remaining  two  teeth  and 
the  shattered  portions  of  the  lower  jaw,  the  Raw- 
lins practitioner  began  the  process  of  stretching 
and  sliding  skin  and  muscle  towards  the  center 
of  the  wound.  In  two  operations  a new  nasal 
bridge  was  created.  “At  the  same  time,  two 
parallel  incisions  were  made  across  the  external 
surface  of  the  left  forearm  . . . ,”  and  a piece  of 
lint  was  drawn  underneath  the  separated  skin, 
which  was  then  dressed  with  an  oil  rag.  “The 
eighth  day  found  the  raised  tissue,  still  adherent 
upon  both  sides,  much  thickened  and  quite 
vascular.” 

One  portion  of  this  flap  of  skin  was  then 
fastened  to  the  cheek,  while  the  other  remained 
attached  to  the  arm  for  ninety-six  hours.  The 
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other  end  was  then  detached  from  the  arm  and 
attached  to  the  cheek.  Thus,  skin  was  trans- 
ferred from  one  portion  of  the  body  to  another. 
In  similar  fashion  skin  was  removed  from  the 
palm  and  ball  of  the  hand,  other  portions  of  the 
arm,  and  healthy  sections  of  the  face  and  used  to 
repair  the  damaged  portions.  “Four  or  five  days 
was  the  usual  interval  between  operations.” 

The  most  difficult  operations  were  those 
reforming  the  nose  and  mouth.  A triangular  sec- 
tion of  skin  was  cut  from  the  forehead  and 
turned  down  over  the  re-established  septum  to 
form  the  new  nose.  The  surgeon  reported  that 
“quite  a tuft  of  hair  grew  luxuriantly  for  a while 
upon  the  scalp  which  formed  the  tip  of  his 
[Webb’s]  nose.  . . .” 

At  the  same  time  the  mouth  was  not  sym- 
metrical, and  Webb  could  not  close  it.  This  was 
a “consequence  of  the  irregular  contraction  of 
the  several  tissues  entering  into  its  reconstruc- 
tion.” Maghee  subsequently  made  an  incision  at 
the  corners,  established  new  lips,  and  formed  a 
“a  shapely  mouth,  a little  longer  on  the  right 
side,  to  provide  for  the  usual  contraction,  with 
real  lips,  natural  in  appearance.”  This  final 
operation  was  completed  in  early  June  1887,  and 
a face  was  restored  to  George  Webb. 

It  is  doubtful  that  the  medical  profession, 
outside  of  Wyoming,  at  least,  was  aroused  by 
Thomas  Maghee’s  accomplishment.  However, 
the  surgeon  had  good  reason  to  be  pleased. 
Webb  could  “masticate  his  food  well  and  wear 
false  teeth.”  And,  wrote  the  doctor,  “he  smokes 
or  whistles  when  so  disposed.”  The  patient, 
himself,  admitted  that  “the  nose  is  a damned 
sight  better  one  than  I need  now.”  Reconstruc- 
tive surgery  of  this  nature,  and  certainly  of  this 
degree  of  success,  was  not  common  in  the  United 
States  at  the  time.  Both  the  operation  and  its 
successful  conclusion  contradicted  the  habits, 
records,  and  advice  of  American  medical  sci- 
ence in  1886. 

Although  reconstructive,  or  “plastic,”  sur- 
gery was  of  ancient  origins  and  had  been  prac- 
ticed in  India  eight  thousand  years  before  the 
birth  of  Christ,  the  official  medical  history  of  the 
Union  army  in  the  Civil  War  warned  against 
such  operations.  The  Surgeon  General  wrote  in 
1877  that  “as  a general  rule,  the  deformities 
following  gunshot  wounds  of  the  face  and 


suggesting  some  plastic  procedure  are  either  ac- 
companied by  such  extensive  loss  of  tissue  of 
chronic  disease  ...  as  to  forbid  any  hopeful  un- 
dertaking in  the  way  of  reparative  surgery.” 

Thomas  G.  Maghee  did  not  follow  es- 
tablished medical  advice  and  procedures  in 
operating  on  George  Webb.  Unfortunately,  it  is 
impossible  to  determine  the  degree  to  which 
Maghee’s  experiment  was  a precocious  display 
of  skill  or  a fortuitous  example  of  luck.  The  basic 
technic  of  rhinoplasty  (reconstruction  of  the 
nose)  was  practiced  in  fifteenth  century  Sicily 
and  perfected  by  Gaspar  Tagliacozzi  in  six- 
teenth century  Balogna.  Although  work  of  con- 
siderable significance  in  reconstructive  surgery 
was  performed  in  the  first  half  of  the  nineteenth 
century,  most  of  the  texts  were  published  in 
Latin  or  German,  and  Tagliacozzi  was  still  one 
of  the  primary  sources. 

It  appears,  then,  that  the  recreation  of 
George  Webb’s  face  was  as  much  a result  of  the 
pluck  and  luck  of  a resourceful  back-country 
physician  as  it  was  the  logical  conclusion  of  the 
quality  of  American  miedicine  at  the  time.  Mag- 
hee was  more  ingenious  than  well  trained,  and  at 
least  as  fortunate  as  he  was  skilled,  but  he  cer- 
tainly deserved  the  acclaim  that  grew  over  the 
years. 

George  Webb  lived  for  many  more  years,  a 
tribute  to  medical  science  and  an  extremely 
resourceful  frontier  doctor.  Maghee  secured  a 
position  for  him  as  janitor  in  the  Albany  County 
Bank,  in  Laramie,  Wyoming.  However,  sadly 
concluded  the  surgeon  in  November  1889,  “In 
common  with  all  subject  to  mental  aberration  he 
is  in  his  likes  and  dislikes  capricious,  hating  me 
and  the  others  who  cared  for  him  as  heartily  as 
he  once  liked  us.”  The  shepherd  was  last  seen  in 
Los  Angeles  in  1905,  by  which  time  the  facial 
scars  had  disappeared,  and  the  nose  was 
“natural  in  size,  shape,  and  color.”  But  it  would 
take  more  than  a surgical  operation  to  save  the 
face  of  George  Webb.  His  scars  demanded  a 
miracle  that  even  Thomas  G.  Maghee  could  not 
perform.  • 
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Intraocular  Lenses 


John  M.  Omohundro  III,  MD,  Sheridan,  Wyoming 


I think  the  day  is  coming  when  we  will 
no  longer  say  to  the  patient,  "You 
have  a cataract,  it  must  be  removed,” 
but  rather,  ” Your  eye  needs  a new  lens 
and  we  can  insert  one.” 

Harold  Ridley,  MD 


Ridley,  an  English  ophthalmologist,  in  the 
early  1940’s  discovered  that  English  airmen  who 
sustained  injuries  of  the  eye  in  which  aircraft 
plastic  (Perspex  C.  Q.)  was  blown  into  the 
anterior  chamber  had  no  severe  reaction.  In  fact, 
the  material  acted  as  though  it  were  inert. 
Therefore,  in  1949  Ridley  boldly  implanted  the 
first  Methylmethacrylate  lens  (Perspex  C.  Q.)  in 
a human  eye.  His  initial  lenses  were  large  and 
heavy,  and  many  of  them  failed.  The  position  of 
the  lens  in  the  posterior  capsule,  however,  was  a 
correct  concept.  Many  names  are  associated 
with  the  subsequent  improvement  in  the  lenses, 
such  as  Strampelli,  Barraquer,  Danheim, 
Federov,  and  others.  These  lenses  were 
primarily  angle  supported  lenses.  In  1953  Eps- 
tein modified  the  Ridley  lens  and  introduced  the 
concept  of  iris  support,  but  it  was  abandoned 
because  of  weight  and  instability.  Next,  Epstein 
produced  the  maltese-cross  lens  with  four  blades 
(two  in  front  and  two  behind  the  iris),  but  these 
caused  iris  erosion  and  hemorrhage.  The  Epstein 
lens  was  first  used  in  the  United  States  in  1967 
and  became  known  as  the  Copeland  Lens. 

In  1957  Binkhorst  began  work  on  the  iris  clip 
lens.  His  lens  placed  two  loops  in  front  of  the  iris 
and  two  posterior  to  the  iris  so  as  to  allow  the 
sphincter  to  center  the  lens.  Initially,  the  long 
anterior  loops  caused  endothelial  touch  and  cor- 
neal dystrophy  and  were  therefore  shortened. 


Jan  Worst  originated  the  idea  of  suturing  the  iris 
clip  lens  to  the  iris  allowing  the  pupil  to  be  freely 
dilated  without  fear  of  dislocation.  Worst  then 
discovered  that  with  the  lens  sutured  to  the  iris 
there  was  no  need  for  anterior  loops,  and  thus 
was  born,  the  Medallion  lens  and  it  proved  to  be 
one  of  the  most  successful  lenses  ever  used.  In 
1963  Binkhorst  did  his  first  extracapsular  ex- 
traction with  an  iris  clip  lens.  Capsular 
fragments  caused  adhesions  which  anchored  the 
lens  in  place  giving  strong  support,  and  this  lens 
has  become  his  favored  technic  in  ninety-eight 
percent  of  his  patients.  At  present,  the  most 
commonly  used  lenses  in  the  United  States  are 
the  two  loop  and  four  loop  lenses  of  Binkhorst 
and  the  Medallion  of  Worst. 

Why  should  we  consider  a difficult  surgical 
approach  to  a visual  problem  that  can  be  solved 
with  a simple  contact  lens  or  even  spectacles? 
Spectacles  can  in  no  way  compare  visually  with 
either  contact  lenses  or  intraocular  lenses — they 
are  a poor  third  choice.  They  are  far  better  than 
blindness,  of  course,  but  with  inherent  defects  of 
tunnel  vision,  peripheral  distortion,  ring 
scotomas,  and  30  to  35  percent  image 
magnification.  Their  psychological  trauma  is 
considerable  and  a high  price  to  pay  for  im- 
proved central  vision.  In  monocular  problems 
spectacles  cannot  be  used  at  all.  The  choice  then 
for  the  cataract  patient  is  between  contact 
lenses  and  the  intraocular  lens.  Both  contact 
lenses  and  intraocular  lenses  will  give  the 
patient  normal  visual  fields.  In  every  other  op- 
tical comparison  the  artificial  intraocular  lens  is 
superior  to  the  contact  lens  (Table  1).  Contact 
lenses  represent  only  a partial  solution  to  the 
problem  of  aphakia;  they  are  useful  for  part  of 
the  patient  population,  for  a part  of  the  day,  for 
a portion  of  their  lives. 
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TABLE  1 

Comparison  of  intraocular  lens  and  the  contact  lens 

Intraocular  Lens  Contact  Lens 


visual  Fields 

Fuli 

Full 

Image  Size  Magnification 

1-2% 

7-10% 

Twenty-four  Hour  Use 

Yes 

No 

Good  Uncorrecfed  Vision 

Yes 

No 

Flare 

No 

Yes 

Prismatic  Displacement 

No 

Yes 

Binocularity 

Almost  always 

Frequently 

Stereopsis 

85% 

About  50% 

Useful  in  environments  with 
dust  and  chemicais 

Yes 

No 

Suitabie  for  patients  with 
tremor,  neurosis,  conjunctival 
problems,  etc. 

Yes 

No 

Reliably  prevents  amblyopia 
in  childhood  cataracts 

Yes 

No 

Requires  dexterity  by  the 
patient 

No 

Yes 

Useful  for  the  lifetime  of 
the  patient 

Yes 

Not  likely 

What  about  safety?  Aren’t  intraocular  lenses 
extremely  hazardous?  The  original  Ridley 
posterior  chamber  lens  of  1949  and  the 
Strampelli  anterior  chamber  lens  of  1952  were 
clinical  disasters,  and  hundreds  of  eyes  were  lost 
due  to  their  use.  However,  the  vicious  critics  of 
intraocular  lenses  are  raging  against  lenses  that 
have  been  abandoned.  The  lenses  that  are  in 
current  use  in  the  United  States  are  the 


Binkhorst  four  loop  lenses  and  two  loop  lenses, 
with  modification  by  Federov  and  Worst,  and 
the  Epstein  maltese-cross  lens  which  was 
manufactured  under  the  name  “Copeland”  in 
New  York,  and  was  widely  used  in  Miami. 
About  15,000  of  these  lenses  have  been  used  in 
the  last  decade.  Results  were  originally  en- 
couraging, and  with  improvements,  safety  is 
quite  comparable  to  plain  cataract  surgery. 
With  use  of  intraocular  lenses,  retinal  detach- 
ment and  corneal  dystrophy,  two  of  the  worst 
complications  of  cataract  surgery,  are  actually 
reduced. 

Consider  the  use  of  an  intraocular  lens  in 
monocular  cataract,  especially  in  patients  where 
binocular  vision  is  required.  If  good  urVcorrected 
vision  is  required,  such  as  is  necessary  for  com- 
mercial drivers,  pilots,  police,  military,  and  so 
forth,  an  intraocular  lens  is  the  only  choice.  Con- 
sider its  use  in  monocular  aphakia  whpe  contact 
lenses  have  failed.  Lens  insertion  is  quite  simple 
if  the  posterior  capsule  is  essentially  intact,  as  it 
is  in  phakoemulsification  or  planned  extracap- 
sular  extraction.  For  the  patient  with  cataracts, 
the  day  prophesized  by  Ridley  has  arrived.* 
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TUTORIAL  IN  ONCOLOGY 

Presbyterian  Medical  Center  announces  a TUTORIAL  IN  ONCOLOGY  as  part  of  its 
continuing  cancer  education  program  for  Rocky  Mountain  area  physicians. 

One  physician  per  month  will  be  accepted  for  one  to  three  days  individual  instruction 
in  oncology.  The  program  will  be  arranged  specially  to  meet  the  individual  physician’s 
needs  regarding  dates  and  subject  matter.  Includable  are  medical  oncology,  tumor  on- 
cology, pathology,  radiation  therapy  and/or  nuclear  medicine.  Inpatient  and  outpatient 
experiences  are  available. 

There  will  be  no  tuition  charge.  For  physicians  coming  from  areas  outside 
Metropolitan  Denver,  the  Kenneth  Allen  Fund  will  defray  reasonable  hotel  and  meal 
costs. 

Please  address  inquiries  to  Erick  Ratzer,  M.D.,  Director  of  Oncology,  Presbyterian 
Medical  Center,  1719  East  19th  Avenue,  Denver,  Colorado  80218. 
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Ganglioneuroma 

Report  of  a case 


Harry  B.  Durham,  Jr.,  MD,  F.A.C.S.,  Casper,  Wyoming 


Although  ganglioneuroma  is  not  a rare  tumor  of 
childhood,  it  is  unusual  enough  in  a general  sur- 
gical practice  to  warrant  a report  and  a brief  dis- 
cussion. This  case  is  interesting  in  that  the 
patient  is  a Vietnamese  orphan  who  had  arrived 
in  Casper,  Wyoming  only  a few  days  prior  to 
when  she  was  first  seen  by  a physician. 


CASE  REPORT 

In  April  1975,  a five-year-old  Vietnamese  orphan  was 
brought  to  a pediatrician  by  her  adopted  parents  for  an 
evaluation  of  her  health,  following  her  arrival  in  the  States. 
At  initial  examination  she  was  found  to  have  a very  large 
mass  in  the  left  mid  and  lower  abdomen.  The  mass  was  firm, 
non-tender,  and  was  slightly  movable.  It  was  impossible  to 
determine  whether  the  mass  was  retroperitoneal  or  intraad- 
dominai.  The  patient  was  asymptomatic,  and  examination 
was  otherwise  essentially  normal. 

By  barium  enema  and  intravenous  pyelogram  the  tumor 
mass  was  shown  to  be  somewhat  medial  to  the  descending 
colon  and  not  to  involve  either  the  kidney  or  small  or  large 
bowel.  Also,  infestation  with  worms  was  identified  in  the 
colon  study.  The  bowel  was  prepared  with  antibiotics  prior 
to  surgical  intervention,  and  Flagyl  was  prescribed  for  the 
worms. 

At  the  surgery  on  April  14,  1975,  the  patient  was  found  to 
have  a large  mass  in  the  retroperitoneal  area,  anterior  and 
inferior  to  the  left  kidney.  The  mass  measured  approx- 
imately 10x12  cm.  in  diameter,  was  lobulated  but  well  en- 
capsulated. It  did  not  involve  the  left  ureter  and  was 
separate  from  the  left  kidney.  The  liver  and  spleen  were  nor- 
mal to  palpation,  as  was  the  intestinal  tract  on  the  left  side. 
Therefore,  the  colon  was  mobilized  along  its  lateral  gutter 


Fig.  I.  Barium  enema  showing  lateral  displacement  of 
descending  colon  and  presence  of  worms  in  the  colon. 


and  reflected  medially.  The  left  kidney  was  then  identified 
and  found  to  be  lying  posterior  and  superior  to  the  mass.  The 
mass  was  gently  mobilized  by  blunt  and  sharp  dissection, 
and  was  sharply  dissected  off  the  psoas  muscle  and  seemed 
to  be  firmly  attached  to  the  area  alongside  the  lumbar 
vertebrae,  lying  actually  lateral  and  posterior  to  tbe  aorta. 
The  small  bowel  was  reflected  medially,  and  tbe  superior 
pole  of  the  mass  was  then  mobilized.  The  large  veins  that 
were  associated  with  the  tumor  mass  were  ligated,  after 
dividing  them  between  clamps,  and  the  mass  was  removed 
intact.  The  left  ureter,  having  been  identified  and  separated 
from  the  mass,  was  left  intact. 

The  gross  specimen  weighed  270  grams  and  measured  ap- 
proximately 12  centimeters  in  its  greatest  dimension.  The 
external  surface  was  lobular  and  covered  by  connective 
tissue,  and  the  cut  surface  was  grayish-yellow  in 
appearance,  glistening,  and  lobulated.  By  frozen  section  it 
was  the  impression  of  the  pathologist  that  this  probably  was 
a gangliofibroma  or  ganglioneuroma.  It  was  a surgical  im- 
pression that  this  tumor  was  probably  a ganglioneuroma, 
since  its  origin  appeared  to  be  from  the  nerve  fibers  which 
were  lying  alongside  the  vertebral  bodies  in  the  retroperito- 
neal space,  posterior  to  the  aorta,  and  left  colon.  The  mass 
was  medial  to  the  ureter  and  did  not  seem  to  have  its  origin 
from  any  of  the  blood  vessels,  kidney,  or  ureter,  which  were 
in  the  adjacent  area. 

The  microscopic  description,  by  the  pathologist,  is  as 
follows:  “The  neoplasm  is  composed  predominantly  of  gang- 
lion cells  and  interlacing  bundles  of  nerve  cells.  In  many  in- 
stances, the  ganglion  cells  have  double  or  multiple  muclei. 


Fig.  2.  Photograph  of  gross  specimen  at  operation. 
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Fig.  3.  Photomicrograph  of  patholgic  section  of  tumor. 


These  nuclei  have  prominent  acidophilic  nucleoli.  The 
nuclei  are  surrounded  by  acidophilic  cytoplasm.  In  some 
areas  the  nerve  fibers  resemble  fibrous  tissue  and  are  loosely 
arranged.  However,  the  vacuolization,  characteristic  of 
ganglioneuroblastomas,  is  not  present.”  The  pathologist’s 
diagnosis  on  the  permanent  sections  was  ganglioneuroma. 

Postoperatively  the  patient  had  an  uneventful  course  ex- 
cept for  a flare-up  with  head  lice.  When  last  seen,  three 
months  postoperative,  she  was  doing  well. 

Discussion 

Ganglioneuroma  is  a benign  neoplasm  com- 
posed of  nerve  fibers  and  mature  ganglion  cells. 
The  tumors  may  be  solitary  and  multiple.  Most 
of  the  tumors  are  well  differentiated,  mature, 
benign  behaving  malignancies;  however,  some 
do  contain  neuroblastomatous  elements,  and 
some  have  been  known  to  metastasize.  Al- 
though generally  benign,  they  are  closely  related 
to  the  primative  malignant  neuroepidermal 
tumors,  and  a rapidly  growing  tumor  should  be 
considered  possibly  malignant.  Ganglioneuro- 
mas can  occur  in  many  areas  of  the  body,  but 
most  of  the  retroperitoneal  and  mediastinal 
tumors  originate  from  the  autonomic  nervous 
system  ganglions.  The  tumors  can  occur  in  the 
gastrointestinal  tract,  and  a recent  report  by  Lt. 
Col.  Roderick  Haff  of  a ganglioneuroma  of  the 
ileocecal  valve  contains  a fairly  extensive  review 
of  the  literature.  There  are  important 
differences  between  the  central  ganglioneu- 
romas and  the  ganglioneuromas  of  the  gastroin- 
testinal tract.  The  retroperitoneal  and 
mediastinal  varieties  have  a rather  significant 
rate  of  malignancy;  whereas,  those  of  the  in- 


testinal tract  have  been  almost  uniformally 
benign  in  appearance  and  behavior. 

It  is  interesting  to  note  that  in  the  recent 
literature  there  have  been  several  reports  of  the 
elaboration  of  a vasoactive  substance  producing 
a variety  of  symptoms,  including  flushing,  diar- 
rhea, hypertension,  et  cetera,  due  to  the  hyper- 
excretion of  catecholamines  by  the  ganglioneu- 
roma. Our  case  was  not  evaluated  for  the 
elaboration  of  catecholamines  since  there  was  no 
way  to  communicate  with  the  child  to  elicit 
symptoms,  and  would  have  been  difficult  to 
evaluate  because  of  the  infestation  with  in- 
testinal parasites  which  probably  would  have 
caused  diarrhea  under  any  circumstances.  She 
did  not  have  hypertension  and,  as  far  as  we 
know,  had  had  no  flushing. 

The  principal  tissue  of  the  ganglioneuroma 
consists  of  the  Schwann  cell  cords  arranged  in 
interlacing  fascicles.  The  fascicles  are  large  and 
in  cross-section  are  usually  fibrous  and  resemble 
those  seen  in  neurofibromas.  The  ganglion  cells 
are  distributed  in  regular  fashion  or  are  arranged 
in  compact  clusters.  They  have  abundant  pink 
cytoplasm  and  one  or  more  nuclei  with  promi- 
nent nucleoli.  Nissl  granules  can  be  dem- 
onstrated in  large  cells. 

The  differential  diagnosis  primarily  consists 
of  differentiation  from  neurofibroma  that  has  in- 
volved an  adjacent  sympathetic  ganglion.  Gang- 
lioneuromas do  occur  in  patients  with  neurofi- 
bromatosis. Also  non-neurogenic  tumors  that  in- 
filtrate nerve  ganglions  can  be  mistaken  for  a 
ganglioneuroma  or  ganglioneuroblastoma.  How- 
ever, the  diagnosis  is  generally  fairly  straight- 
forward and  the  main  differential  depends  upon 
determining  whether  or  not  this  is  a 
ganglioneuroma  or  ganglioneuroblastoma,  as  the 
prognosis  is  significantly  worsened  in  the  more 
malignant  variety. 

Summary 

A case  of  ganglioneuroma  occurring  in  a five- 
year-old  Vietnamese  orphan  is  presented,  with  a 
short  description  of  the  operative  procedure,  the 
pathologic  diagnosis,  and  a brief  review  of  the 
nature  of  ganglioneuromas.  • 
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Lymphomatoid  granulomatosis 

Report  of  A Case 

Mohammed  Mazhar,  MD,  K.  L.  McShane,  MD, 
and  Francis  A.  Barrett,  MD,  Cheyenne,  Wyoming 


Lymphomatoid  granulomatosis  is  a disorder  of 
lymphoreticular  proliferation,  pathologically 
characterized  by  angiocentric  and  angio-de- 
structive  lymphoreticular  proliferation  with  gra- 
nuloma formation,  predominantly  involving  the 
lungs.  The  following  case  report  illustrates  the 
bizarre  presentation  and  the  widespread  system 
involvement  of  this  unusual  disease. 

CASE  REPORT 

A 51-year-old  Caucasian  female  was  hospitalized  in 
February,  1975,  with  painless  “lumps”  beneath  the  skin  of 
the  anterior  abdomen,  lower  lateral  thorax  bilaterally,  right 
breast  and  lumbosacral  region.  A daily  fever  of  99  to  100 
degrees  F.  with  progressive  increase  in  size  of  the  nodules 
had  been  observed.  Irritation  of  the  lumbosacral  tumor  with 
secondary  inflammation  of  the  overlying  skin  ensued.  Fam- 
ily history  was  noncontributory.  Past  history  included  sur- 
gical operations  of  hysterectomy,  tonsillectomy,  appendec- 
tomy and  cholecystectomy,  but  was  otherwise  un- 
remarkable. 

On  physical  examination,  several  nontender,  easily 
movable,  firm,  subcutaneously  placed  tumors  were  present, 
without  skin  fixation.  These  tumors  ranged  from  2 to  4 cms. 
in  diameter,  and  the  lumbosacral  tumor  was  approxiately  5 
cms.  in  diameter  with  inflamed  overlying  skin.  There  was  no 
lymphadenopathy.  There  were  no  abnormal  findings  of  the 
heart,  lungs,  or  abdomen. 

SMA-12  was  within  normal  limits  except  for  an  eleva- 
tion of  LDH  to  354.  Routine  laboratory  work  showed  anemia 
of  11.8  grams  of  hemoglobin.  Mammograms  revealed 
moderate  dysplasia  but  no  mass  or  tumor.  Chest  x-ray  dem- 
onstrated a “vague”  oval  density  in  the  right  first  anterior 
interspace  and  a larger  oval  density  in  the  right  lower  lung 
posteriorly,  measuring  2 cms.  in  diameter;  a questionable 
density  was  seen  in  the  left  lower  lung;  the  densities 
suggested  metastatic  deposits,  although  they  were  not  as 
discreet  as  usually  seen.  Liver  and  brain  scan  were  normal, 
as  was  a bone  survey. 

One  of  the  subcutaneous  tumors  of  the  abdominal  wall 
was  excised  from  which  a microscopic  diagnosis  of  malig- 
nant lymphoma  with  mixed  cellularity  was  obtained.  Acid 
fast  cultures  were  done  and  no  growth  was  found  in  six 
weeks.  Cultures  for  fungus  were  also  negative,  and  a culture 
of  the  bone  marrow  and  direct  smear  were  not  diagnostic.  By 
April,  1975,  the  patient  had  retained  the  anemic  state,  with 
hemoglobin  of  11  grams  and  hematocrit  of  35.  At  that  time,  a 
tumor  was  removed  from  the  right  breast  and  a limited  tho- 
racotomy was  carried  out  to  biopsy  a tumor  of  the  right  lower 


lobe.  A pathologic  diagnosis  of  lymphomatoid  granulomato- 
sis was  returned  on  each  specimen. 

The  patient  was  then  started  on  a course  of  chemother- 
apy which  consisted  of  Prednisone,  Cytoxan,  and  Vincris- 
tine. She  was  subsequently  treated  with  repeat  courses  of 
this  chemotherapy  and  developed  a leukopenia  of  a low 
range  of  2,300.  The  patient  was  treated  with  prophylactic 
antibiotics  as  an  outpatient  but  required  repeated  hospital- 
izations for  upper  gastrointestinal  complaints  of  nausea  and 
vomiting  and  for  acute  febrile  episodes  associated  with  shak- 
ing chills,  dyspnea,  and  cough.  In  July,  1975,  the  chest  x-ray 
indicated  a distinct  mass,  2 cm.  in  diameter,  in  the  mid  por- 
tion of  the  left  second  interspace  and  a small  irregular  in- 
filtrate in  the  right  second  anterior  interspace.  The  left 
upper  lobe  lesion  appeared  to  be  growing  rapidly.  In  Sep- 
tember, the  patient  was  treated  with  Bleomycin  in  addition 
to  Prednisone.  Continual  downhill  course  ensued  despite 
multiple  admissions  and  intensive  care,  and  she  died  on  Oc- 
tober 22,  1975. 

Autopsy  demonstrated  multiple  tumor  nodules  of  lym- 
phomatoid granulomatosis  involving  all  lobes  of  the  lung, 
abdominal  panniculus,  abdominal  rectus  muscle  and  fascia. 
Tumor  nodules  were  also  found  in  the  soft  tissues  of  the  left 
inguinal  region,  the  small  bowel  mesentery  and  in  the  peri- 
colic fat  of  the  rectosigmoid  colon.  Nodules  were  also  dis- 
covered involving  both  kidneys.  Cause  of  death  was  respira- 
tory insufficiency  due  to  pulmonary  involvement  by  mul- 
tiple, often  necrotic,  nodules  of  lymphomatoid  granuloma- 
tosis with  pulmonary  abscesses  and  multiple  organized  pul- 
monary thromboemboli,  with  one  definite  pulmonary  in- 
farct. 

Discussion 

Lymphomatoid  granulomatosis  is  predom- 
inantly a disease  of  males  with  ratio  of  males  to 
females  of  2 to  1.  It  is  observed  in  patients  rang- 
ing from  eight  to  seventy  years,  but  is  not  com- 
monly seen  between  the  ages  of  thirty  and  fifty 
years.  Most  patients  complain  of  cough,  often 
productive,  with  dyspnea  and  occasionally  he- 
moptysis. In  the  majority,  the  initial  complaint 
is  clearly  suggestive  of  pulmonary  disease  which 
leads  to  radiographic  examination  of  the  chest. 
Hemoptysis  may  range  from  rusty  sputum  to 
significant  hemorrhage. 

Fever,  malaise,  and  weight  loss  are  common 
symptoms.  In  addition  to  the  lungs,  the  skin  and 
nervous  system  are  the  usually  involved 
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systems.  Skin  lesions  are  found  in  about  forty 
per  cent  of  patients  at  some  time  during  the  clin- 
ical course.  A rash  is  commonly  located  over  the 
extremities  and  may  take  the  form  of  erythema- 
tous, macular  or  plaque-like  lesions.  Granulo- 
matous subcutaneous  nodules  resembling  focal 
panniculitis  are  also  seen.  Central  nervous 
system  as  well  as  peripheral  involvement  is  not 
uncommon.  Manifestations  of  central  involve- 
ment are  reflections  of  cerebral  angitis,  infarc- 
tion, or  hemorrhage.  Peripheral  neuritis  may  in- 
volve cranial  nerves  manifested  by  nerve 
deafness  and  facial  paralysis.  Spinal  nerve  neu- 
ritis may  show  both  sensory  and  motor  deficit. 

There  are  no  specific  laboratory  tests  to  con- 
firm the  diagnosis.  Anemia,  leukopenia,  and 
thrombocytopenia  have  been  seen  in  different 
combinations  in  occasional  patients.  The  mech- 
anism of  cytopenia  is  unknown.  Urinalysis 
shows  albuminuria  and  occasional  hematuria 
without  casts.  Serum  protein  electrophoresis 
and  immunoelectrophoresis  are  normal.  Bac- 
teriologic  examinations  are  also  normal.  Occa- 
sional necropsy  specimen  may  show  cyto- 
megalic inclusion  bodies,  the  significance  of 
which  is  unknown. 

Pulmonary  infiltrates  by  radiologic  study  are 
the  hallmark  of  this  disease.  They  tend  to  be 
more  numerous,  and  less  well  defined  (fluffy) 
than  usual  pulmonary  metastases.  Characteris- 
tically they  are  located  peripherally,  mainly  in 
the  mid  and  lower  lung  fields.  In  most  patients 
these  infiltrates  are  nodular.  Cavitation  may  oc- 
cur in  the  nodule.  Absence  of  hilar  and  medias- 
trinal  lymphadenopathy  is  an  important  find- 
ing. 

Pathologically,  there  is  massive  prolifera- 
tion of  atypical  lymphoreticular  cells,  often 
plasmacytoid,  about  and  within  the  walls  of 
blood  vessels  as  well  as  parenchymal  involve- 
ment of  the  organ,  leading  to  granuloma  for- 
mation, necrosis,  and  fibrosis.  Thus  there  is 
angitis,  granuloma  formation,  necrosis  and 
fibrosis.  The  most  commonly  involved  organ  is 
the  lung,  and  other  organs  involved  by  lympho- 


matoid  granulomatosis  are  the  skin,  subcutane- 
ous tissue,  liver,  adrenal  glands,  central  nervous 
system,  and  kidneys. 

The  question  is  usually  whether  the  process 
represents  lymphoma  or  limited  Wegener’s 
granulomatosis  with  angitis  and  granuloma  for- 
mation. Histologically  it  is  sometimes  difficult 
to  distinguish  between  lymphomatoid  granulo- 
matosis and  lymphoma.  The  presence  of 
peripheral  parenchymal  lesions  without  evi- 
dence of  hilar  involvement  would  certainly  favor 
lymphomatoid  granulomatosis.  In  lymphoma- 
toid granulomatosis  the  lesions  are  strikingly 
angiocentric,  and  vessels  quite  remote  from  the 
lesion  show  subintimal  or  destructive  massive 
infiltration  with  little  infiltrate;  cavitation  of 
the  lesion  in  lymphomatoid  granulomatosis  oc- 
curs frequently,  whereas  it  occurs  rarely  in 
Hodgkin’s  disease.  Lymphomatoid  granuloma- 
tosis versus  limited  Wegener’s  granulomatosis  is 
sometimes  a problem,  and  one  significant 
difference  in  these  two  conditions  is  the  rare  oc-  , 
currence  of  central  nervous  system  involvement 
or  peripheral  neuritis  in  Wegener’s  granuloma.  '< 
On  the  contrary  fifteen  per  cent  of  the  patients 
in  the  lymphomatoid  group  suffer  from  this  in- 
volvement. 

Prognosis  of  lymphomatoid  granulomatosis 
is  poor.  In  Liebow’s  series  of  forty  patients,  26 
died  of  pulmonary  complications  and  six  died  of  ; 
central  nervous  system  complications.  Thirteen  ■ 
per  cent  of  these  patients  developed  atypical  ! 
lymphoma  with  involvement  of  nodes  and  reti- 
culoendothelial system.  Six  patients  were  alive 
for  four  years  on  steroid  therapy.  Three  patients 
are  alive  at  eight  years  on  no  therapy. 

Summary 

A case  report  of  lymphomatoid  granuloma- 
tosis is  presented  with  a review  of  the  literature. 
The  patient  had  skin  and  subcutaneous  involve- 
ment along  with  the  predominant  feature  of  this 
disease — pulmonary  infiltrates  with  necrosis, 
cavitation,  and  infection.  • 
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Right  ventricular  and  septal  rupture 
from  myocardial  infarction* 


A case  report 

Nampalli  K.  Vijay,  MD,  John  B.  Grow,  Sr.,  MD, 
and  Fred  W.  Schoonmaker,  MD,  Denver 


A case  report  of  this  uncommon 
combination  is  presented,  and  the 
literature  is  reviewed. 


Acute  right  ventricular  and  septal  rupture, 
from  myocardial  infarction,  is  unusual.  It  is 
associated  with  profound  shock^  and  progres- 
sive congestive  heart  failure  in  the  absence  of 
surgical  intervention.^  Immediate  surgical 
repair  has  significant  risk.^’®  Renewed  emphasis 
on  rapid  diagnosis  combined  with  aggressive 
surgical  treatment  increases  the  possibility  of 
survival.  The  use  of  the  intra-aortic  balloon  as- 
sistance may  “buy”  much  needed  time  and  tem- 
porarily improve  the  hemodynamic  effects  of  the 
septal  rupture,  allowing  cardiac  catheterization 
for  diagnosis  and  surgery. 

The  following  case  is  reported  because  of  the 
unusual  combination  of  (1)  extensive  right  and 
left  ventricular  infarction  with  rupture  of  the 
right  ventricle  and  septal  perforation  and  (2)  in- 
traaortic balloon  assistance  enabling  the  patient 
to  undergo  attempted  corrective  surgery. 

CASE  REPORT 

A 68-year-old  Caucasian  woman  was  admitted  to  the 
Coronary  Care  Unit  with  history  of  severe  lower  chest  pain 
radiating  to  both  upper  limbs,  neck,  jaws  and  back, 
associated  with  shortness  of  breath,  sweating  and  dizziness. 
There  was  no  previous  cardiac  history. 

Clinical  examination  revealed  a protodiastolic  gallop 
{S;i).  Acute  anterior  infarction  was  observed  by  the  electro- 
cardiogram (Fig.  1).  Mild  mid-chest  discomfort  continued 
during  the  next  24  hours.  On  the  second  hospital  day,  tem- 
perature elevation  began,  occasional  PVC’s  occurred,  and 
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the  patient  became  mildly  hypotensive  with  mental  confu- 
sion and  “clammy”  extremities.  Chest  X-ray  at  this  stage 
showed  left  lower  lobe  infiltrates  and  mild  left  pleural  fluid. 
Right  atrial  pressure  (CVP)  was  9 cm  and  venous  oxygen  72. 
Within  eight  hours  the  patient  became  more  hypotensive 
and  more  peripherally  constricted,  requiring  pressor  agents 
to  maintain  a blood  pressure  of  90.  Digitalis  was  begun.  The 
heart  sounds  became  distant  and  a soft  (G  2/6)  systolic  mur- 
mur developed  at  the  base  with  no  rub.  Arterial  and  venous 
blood  gases  continued  to  be  normal  and  the  CVP  was  7 cm. 
She  then  developed  a loud,  harsh,  holosystolic  murmur  with 
associated  thrill  compatible  with  a ventricular  septal  defect, 
and  rapidly  went  into  shock. 

Clinical  diagnosis  of  acute  anteroseptal  myocardial  in- 
farction with  septal  perforation  and  left  to  right  shunt  was 
made.  Intra-aortic  balloon  pump  was  inserted  and  she  was 
transferred  to  the  operating  room.  Under  general  anesthesia 
the  sternum  was  split,  six  hundred  cc’s  of  blood  was  removed 
from  the  pericardial  space,  and  a 6 cm  tear  in  the  anterior 
wall  of  the  right  ventricle  was  exposed.  Under  cardiopulmo- 
nary bypass,  the  right  venticle  was  opened  along  the  line  of 
rupture  and  was  found  to  be  necrotic  to  the  interventricular 
septum  where  there  was  a 1 cm  diameter  defect  anteriorly. 
Closure  of  the  septum  and  the  right  ventricle  was  ac- 
complished. However,  it  was  not  possible  to  maintain  the 
patient  off  cardiopulmonary  bypass. 

Postmortem  examination  showed  extensive  anterior  wall 
infarction  of  the  right  and  left  ventricle,  rupture  of  the  right 
ventricle  and  interventricular  septum,  and  total  occlusion  of 
the  left  anterior  descending  artery. 

Discussion 

Myocardial  infarction  (MI)  is  confined 
almost  exclusively  to  the  left  ventricle  and  in- 
terventricular septum.  Right  ventricular  infarc- 
tion is  rare  and  is  noted  in  less  than  three  per 
cent  of  autopsies  for  myocardial  infarction. 
Wartmann  and  Hellerstein,"*  in  2000  consecu- 
tive autopsies,  found  twenty-two  instances  of 
right  ventricular  infarction  out  of  273  cases  with 
coronary  atherosclerosis  and  infarction.  Of 
these,  four  had  pure  right  ventricular  infarc- 
tion, eight  had  extension  to  right  ventricle  from 
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Fig.  I.  Admission  EKG  with  changes  indicating  acute  anterior  infarction. 


left  ventricular  infarction,  and  ten  cases  had  in- 
farction of  both  ventricles.  In  pure  right  ven- 
tricular infarction,  the  right  coronary  artery  was 
involved.  In  the  other  two  groups  the  right  coro- 
nary artery,  in  addition  to  the  afferent  artery  of 
the  infarcted  myocardium,  was  involved. 

Infarctions  involving  the  right  ventricle  were 
previously  diagnosed  only  postmortem  and  have 
involved  the  posterior  wall  of  the  right  ven- 
tricle, the  septum  and  the  adjacent  left  ven- 
tricle. This  is  associated  with  EKG  changes  of 
acute  inferior  wall  infarction.  Occasionally  in- 
volvement of  the  anterior  right  ventricle  with 
EKG  changes  of  the  anterior  wall  injury  is  seen. 
Involvement  of  the  septum  in  these  cases  leads 
to  circulatory  failure. 

The  typical  clinical  features  of  right  ventric- 
ular infarction  include  hypotension  and  prom- 
inent venous  engorgement  complicated  by  com- 
plete AV  block. The  hypotension  is  due  to  the 
inadequate  left  ventricular  filling  and  reduced 
cardiac  output.  Left  ventricular  filling  can  be 
supported  in  these  patients  by  any  of  the  follow- 
ing mechanisms:  (a)  increased  right  ventricular 
end  diastolic  volume  which  could  augment  con- 
tractile force  of  the  residual  functioning  fibers  in 
the  damaged  right  ventricle,  (b)  increased  right 
atrial  contractile  force  which  might  help  to 
propel  blood  into  the  pulmonary  artery  in  the 
absence  of  right  ventricular  contraction,  (c) 
passive  flow  along  a right  atrial-left  atrial  pres- 
sure gradient  through  the  low  resistance  pulmo- 
nary vascular  bed.® 

The  syndrome  of  shock  that  accompanies 
right  ventricular  infarction  is  probably 
associated  with  less  irreversible  myocardial 
damage  than  shock  accompanying  left  ventric- 


ular infarction.®  The  treatment  for  shock  com- 
plicating right  ventricular  infarction  is,  there- 
fore, less  drastic  than  that  for  left  ventricular  in- 
farction, and  the  response  to  treatment  is  better. 
Our  patient  was  in  more  profound  shock  than 
are  most  cases  with  infarction  of  the  anterior  left 
ventricle  and  septal  perforation. 

Ventricular  septal  rupture  complicating 
acute  myocardial  infarction  is  relatively  uncom- 
mon, the  incidence  ranging  from  0.5  to  1.0  per 
cent,  and  the  condition  accounts  for  two  per  cent 
of  deaths  after  myocardial  infarction.''  Rupture 
of  the  ventricular  septum  is  associated  with  an- 
teroseptal  myocardial  infarction  and  occurs 
primarily  during  the  first  week.  Clinically  the 
symptoms  are  those  of  severe  myocardial  in- 
farction with  intense  dyspnea  and  increasing 
shock.  There  may  be  a recurrence  of  chest  pain, 
as  in  our  patient,  leading  to  the  diagnosis  of  “ex- 
tension” of  the  infarction  or  pericarditis.  The 
onset  is  heralded  by  a loud,  often  roaring,  pan- 
systolic  murmur  loudest  at  the  3rd  and  4th  in- 
terspaces near  the  left  sternal  border  with  a 
thrill  in  fifty  per  cent  of  patients.’'  Differentia- 
tion from  mitral  regurgitation  due  to  papillary 
muscle  rupture  may  be  difficult.  The  use  of  a 
Swan-Ganz  catheter  may  help  in  differentiat- 
ing the  two.® 

Various  arrhythmias  may  be  associated  with 
the  rupture  of  ventricular  septum,  before  and 
after  rupture,  including  all  degrees  of  AV  block, 
right  and  left  bundle-branch  block  and  nodal 
rhythm.®  The  EKG  may  show  evidence  of  both 
anteroseptal  and  diaphragmatic  infarction  due 
to  occlusion  of  both  anterior  descending  artery 
and  right  coronary  artery.  The  prognosis  is 
almost  always  poor.  The  majority  of  patients  die 
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within  the  first  week,  partly  because  the  infarc- 
tion in  these  cases  is  usually  extensive  and 
partly  is  due  to  the  added  circulatory  distur- 
bance of  the  acute  perforation  itself.  Fleming*® 
has  described  a patient  with  ventricular  septal 
defect  developing  during  the  first  few  days  and 
complicated  by  moderate  congestive  heart 
failure. 

Several  reports  of  successful  repair  of  ven- 
tricular septal  rupture  complicating  acute  MI 
have  appeared. ^•**'*^  The  risk  of  surgery  in  the 
early  period  after  infarction  is  very  high  and 
every  attempt  should  be  made  to  support  the 
patient  medically  until  several  weeks  have 
elapsed.*®  Intensive  medical  treatment  may 
allow  the  critically  ill  patients  to  stabilize  and 
survive  long  enough  to  undergo  correction  of  the 
defect  at  a later  time.  Counterpulsation  with 
intra-aortic  balloon  pump  is  particularly  useful 


in  these  patients  as  it  can  improve  ventricular 
function  by  decreasing  afterload  and  increasing 
diastolic  aortic  root  pressure.*®'*®  Intra-aortic 
balloon  pumping  also  produces  a sufficient  level 
of  hemodynamic  stability  to  permit  both  selec- 
tive coronary  and  ventricular  cineangiography 
in  these  critically  ill  patients.*®-^®  Buckley  et  al*® 
specifically  demonstrated  a beneficial  effect 
upon  left  ventricular  function  with  intra-aortic 
balloon  assistance  in  patients  with  ventricular 
septal  defect  complicating  acute  MI. 

Improved  surgical  technics  in  handling  the 
defects  and  the  surrounding  damaged  muscle 
have  made  operations  at  an  early  stage  following 
myocardial  infarction  less  prohibitive.  Combin- 
ing the  coronary  artery  bypass  procedures  at  the 
same  operation  may  further  enhance  survival 
rate  in  these  critically  ill  patients.  • 
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Epidemic  giardiasis  at  a resort  lodge 


Richard  A.  Wright,  MD  and  Thomas  M.  Vernon,  MD,  Denver* 


Giardia  lamblia,  the  most  commonly  identified 
flagellate  protozoan  inhibiting  the  human  gas- 
trointestinal tract  is  a common  cause  of  chronic 
diarrhea  in  Colorado.  The  organism,  first  dis- 
covered by  Leewenhoek  in  his  own  stools  in  1681, 
inhabits  the  duodenum  in  the  active  tropho- 
zoite stage  and  is  passed  in  the  feces  in  the 
transmissible  cystic  stage. ^ Since  1916,  the 
organism  has  been  implicated  as  the  etiologic 
agent  in  outbreaks  of  chronic  diarrhea.^  "*  Never- 
theless, many  investigators  were  not  convinced 
of  the  organism’s  pathogenicity  until  the  ef- 
ficacy of  the  first  giardicidal  drugs  was  demon- 
strated by  Morton,  Brumpt,  and  Valerio  in 
1937. Clear  delineation  of  other  epidemiologic 
features,  such  as  host  specificity,  immunity,  and 
routes  of  transmission,  remains  illusive.  Person- 
to-person  spread  is  the  likely  mode  of  spread  in 
institutions,'*  and  contaminated  water  has  been 
implicated  in  four  recent  outbreaks  involving 
non-institutionalized  populations.®'® 

During  the  summer  of  1973,  epidemic  giar- 
diasis occurred  among  employees  of  a Colorado 
resort  lodge.  This  report  discusses  the  results  of 
the  epidemiologic  investigation  which,  by  ex- 
clusion, implicated  water  as  a common  source  of 
G.  lamblia  and  raised  the  possiblity  that  Colo- 
rado residents  are  less  susceptible  than  non-resi- 
dents to  a G.  lamblia  infection. 

Methods 

The  resort  lodge  is  located  at  an  altitude  of  8000  ft.  in  a 
popular  resort  area  for  many  local  and  out-of-state  tourists. 
The  lodge  had  approximately  twenty  separate  cabins  of 
various  sizes  and  a central  lodge  with  a swimming  pool, 
shops,  and  a restaurant.  The  staff  usually  consisted  of  ap- 
proximately 150  young  adults  between  the  ages  of  18  and  30 
years.  Because  the  water  system  was  malfunctioning,  the 
lodge  did  not  open  for  the  summer  until  mid-June  of  1973; 
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Control.  Public  Health  Service,  Lh  S.  Department  of  Health.  Education  and 
Welfare,  at  the  Colorado  State  Department  of  Health,  and  Dr.  Vernon  is  State 
Epidemiologist.  Colorado  Department  of  Health.  Denver. 


the  staff  arrived  between  June  1 and  15.  Early  in  July,  fire 
destroyed  the  central  lodge,  the  tourist  trade  diminished, 
and  the  resort  was  forced  to  close  prematurely  in  mid- 
August.  On  August  16,  the  resort  manager  reported  a case  of 
giardiasis  in  an  employee  to  the  Colorado  Department  of 
Health  (CDH)  and  suggested  that  an  outbreak  of  diarrheal 
illness  had  occurred  during  June  and  July,  1973. 

On  August  20,  1973,  a questionnaire  was  administered  to 
the  remaining  forty  employees.  Information  obtained  in- 
cluded demographic  data,  history  of  diarrhea  lasting  one 
week  or  longer,  ingestion  of  untreated  water,  travel  to  sur- 
rounding towns,  and  any  personal  contact  with  another 
employee  having  chronic  diarrhea.  There  were  no  guests  at 
the  lodge,  and  guests’  records  had  been  destroyed  by  the  fire, 
so  none  were  questioned. 

Twenty-nine  employees  submitted  a single  fresh  stool 
specimen  which  was  placed  in  10  per  cent  formalin  and  ex- 
amined for  ova  and  parasites  by  the  standard  direct-saline 
and  formalin-ether  method.^  Bacteriologic  cultures  were  not 
done  since  previous  stool  specimens  from  five  employees 
with  chronic  diarrhea  had  been  negative  for  enteric 
pathogens  and  there  was  no  evidence  for  an  outbreak  of 
acute  diarrhea.  A sanitarian  from  the  Colorado  Department 
of  Health  evaluated  food  handling  procedures  and  sources  of 
fresh  fruits  and  vegetables  at  the  lodge,  and  investigated  the 
water  and  sewage  disposal  systems.  Several  water  samples 
were  obtained  from  different  points  in  the  water  supply  sys- 
tem and  the  swimming  pool.  Each  sample  was  analyzed  for 
chemical  constituents  associated  with  gastrointestinal  ill- 
ness and  for  total  and  fecal  coliforms  by  the  multiple-tube 
technic.*" 

A definite  case  of  G.  lamblia  infection  was  any  employee, 
independent  of  symptoms,  having  G.  lamblia  in  the  one 
stool  examination.  A presumptive  case  was  any  employee 
who  had  experienced,  since  his  arrival  at  the  lodge,  a diar- 
rheal illness  lasting  one  week  or  longer,  hereafter  referred  to 
as  chronic  diarrhea. 

Results 

Among  forty  resort  employees  responding  to  the  ques- 
tionnaire, 13  had  had  chronic  diarrhea  with  dates  of  onset 
between  June  15  and  August  1,  1973  (Fig.  1).  Among  these 
13,  7 of  the  10  who  submitted  specimens  had  positive  ex- 
aminations for  G.  lamblia  and  were  counted  as  definite 
cases.  The  other  6,  including  the  3 with  negative  ex- 
aminations, were  counted  as  presumptive.  Twenty-seven 
employees  had  had  no  diarrhea  or  short-lived  diarrhea  only. 
Nineteen  of  these  submitted  stool  specimens  of  which  3 were 
positive  and  were  counted  as  definite.  Thus,  there  were  10 
definite  cases  with  G.  lamblia  in  stool  specimens,  and  6 
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WEEK  OF  ONSET 

Fig.  1.  Symptomatic  cases  of  Giardia  Lamblia  infection,  by 
week  of  onset.  Resort  Lodge,  Colorado,  June-August,  1973. 

presumptive  cases  with  a history  of  chronic  diarrhea  com- 
patible with  giardiasis.  The  overall  attack  rate  was  forty  per 
cent  (16  of  40).  The  remaining  24  employees,  presumably 
non-infected,  were  used  as  a comparison  group. 

The  16  giardiasis  patients  ranged  in  age  from  19-24  years 
(mean  21  years);  10  were  females  and  6 were  males.  Thir- 
teen (81.2%)  were  symptomatic  with  watery  diarrhea 
(100%),  fatigue  (77%),  nausea  and  abdominal  pain  (69%), 
flatulence  (54%),  and  loss  of  appetite  (54%).  The  earliest 
possible  exposure  of  employees  was  the  date  of  their  arrival 
at  the  lodge.  This  maximal  incubation  period  averaged  3.2 
weeks  with  a range  of  1-6  weeks.  The  average  duration  of  ill- 
ness was  4.1  weeks  with  a range  of  2-6  weeks. 

Analysis  of  the  data  for  both  the  infected  and  non- 
infected  groups  revealed  no  apparent  difference  in  age,  sex, 
exposure  to  untreated  water  sources,  travel  to  surrounding 
towns,  or  personal  contact  with  other  employees  experi- 
encing chronic  diarrhea.  Eighty-one  per  cent  of  cases  had 
lived  in  Colorado  less  than  three  months  as  compared  to  39 
per  cent  with  this  brief  residency  of  the  non-infected  group. 

All  fresh  fruits  and  vegetables  for  the  lodge  were 
purchased  from  a modern  supermarket,  and  all  food  han- 
dling procedures  were  adequate.  The  sewage  disposal  sys- 
tem was  intact.  In  contrast,  the  lodge’s  water  supply  system 
was  far  from  adequate.  Water  was  collected  from  a stream 
approximately  two  miles  from  the  lodge,  and  carried  by  a 
very  old  wooden  pipe  to  a storage  tank  where  intermittent 
hand  chlorination  occurred.  There  was  no  filtration  in  the 
system,  and  a complete  block  in  the  system  was  known  to 
have  occurred  two  weeks  prior  to  the  arrival  of  the  summer 
employees.  All  employees  questioned  had  drunk  water  from 
the  system,  and  many  had  noted  turbid  water  early  in  the 
summer  season. 

Discussion 

This  investigation  identified  a gastroenteri- 
tis outbreak  among  employees  at  a resort  lodge, 
32.5  per  cent  of  whom  experienced  chronic  diar- 
rhea compatible  with  giardiasis.  The  illness  was 
characterized  by  nausea  without  vomiting,  ab- 
dominal cramps,  anorexia,  malodorous 
flatulence,  easy  fatigability,  loose  and  watery 
diarrhea  and  absence  of  fever.  The  average  max- 
imal incubation  period  was  3.2  weeks,  similar  to 
that  reported  for  other  giardiasis  outbreaks,® 
while  the  average  duration  of  illness  of  4.1  weeks 
was  consistent  with  the  chronicity  of  giardiasis. 


The  parasite  G.  lamblia  was  identified  in  7 of 
the  13  employees  who  had  experienced  chronic 
diarrhea  and  a parasitologic  stool  survey  iden- 
tified G.  lamblia  in  34  per  cent  of  all  employees 
who  submitted  a stool  specimen.  No  other  para- 
sites were  identified  and  stools  from  5 employees 
who  experienced  chronic  diarrhea  were  negative 
for  the  common  bacterial  enteric  pathogens.  The 
overall  attack  rate  of  definite  and  presumptive 
giardiasis  cases  for  this  outbreak  was  40  per  cent 
(16  of  40),  similar  to  the  46  per  cent  attack  rate 
found  among  American  tourists  in  the  Lenin- 
grad outbreak.®  The  35  per  cent  prevalence  of  G. 
lamblia  among  all  stools  examined  is  substan- 
tially higher  than  expected  levels  in  Colorado,  as 
reflected  by  two  earlier  parasitologic  surveys 
with  prevalence  rates  of  5 per  cent  and  5.6  per 
cent  respectively.®  " 

Giardia  lamblia  is  similar  to  other  enteric 
pathogens  in  its  potential  for  transmission  by 
direct  contact  or  common  vehicles  such  as  food, 
water,  insects,  or  animals.  The  degree  of  trans- 
missibility  by  these  various  routes  is  unknown. 
Although  cysts  remain  viable  in  a fly’s  intestinal 
tract, Rendtorff  was  unable  to  transmit  the 
organism  to  humans  by  this  insect.^®  Fresh  fruits 
and  vegetables  have  never  been  implicated  in  an 
outbreak.  Although  different  animals  carry  giar- 
dia cysts,  it  has  been  controversial  whether  the 
G.  lamblia  species  are  host-specific.  Evidence  of 
host  specificity  has  relied  on  differences  in  mor- 
phology and  biologic  behavior.  Since  giardia 
cysts  from  different  hosts  vary  little  in  size  and 
shape,  specie  identification  has  been  based  on  a 
difference  in  the  length  of  trophozoites.""®  The 
morphologic  criterion,  however,  has  not  gone 
without  criticism.^®  Since  methods  of  in  vitro 
cultivation  have  never  been  standardized, 
differences  in  biologic  behavior  have  been  dem- 
onstrated by  transmission  studies.  In  this 
regard,  Fantham,^  Hegner,"  and  Armaghan^® 
were  able  to  transmit  G.  lamblia,  “human 
variety,”  to  rodents  but,  Simon"  and  Berm- 
rick*®  were  unable  to  duplicate  these  findings. 
Therefore,  until  adequate  studies  on  host 
specificity  are  conducted,  the  role  of  animals  in 
human  giardiasis  remains  an  enigma. 

In  contrast,  the  existence  of  person-to-person 
and  waterborne  transmission  of  G.  lamblia  is 
not  debated.  Person-to-person  transmission 
among  children  has  been  documented  in  insti- 
tutions where  play  habits  and  crowded  con- 
ditions predispose  to  fecal-oral  transmission.”  In 
1951,  Rendtorff  experimentally  transmitted 
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Giardia  lamblia  to  human  volunteers  by  means 
of  water  contaminated  with  viable  cysts. Re- 
ports of  investigations  implicating  waterborne 
giardiasis  within  a family,®  among  tourists  at  a 
ski  resort,®  and  among  American  tourists  in  Len- 
ingrad,' have  recently  appeared  in  the  litera- 
ture. 

In  accordance,  the  results  of  this  investiga- 
tion implicated,  by  exclusion,  the  resort  lodge’s 
untreated  water  supply  as  the  probably  source  of 
G.  lamblia.  The  lodge’s  water  supply  could  not 
be  directly  implicated  by  microscopically  iden- 
tifying giardia  cysts  in  water  samples,  but  there 
was  ample  evidence  that  the  water  treatment 
utilized  would  not  adequately  eliminate  giardia 
cysts.  Although  intermittent  hand  chlorination 
at  the  storage  tank  probably  destroyed  most 
fecal  coliforms,  G.  lamblia  cysts  are  resistant  to 
chlorine  at  concentrations  less  than  three  parts 
per  million  and  require  a filtering  apparatus 
with  a pore  size  less  than  10^  to  be  thoroughly 
removed. Neither  of  these  conditions  existed  at 
the  lodge. 

In  this  outbreak,  the  only  difference  between 
the  infected  and  non-infected  employees  was 
their  length  of  residence  in  Colorado:  81  per  cent 
of  the  infected  group  lived  in  Colorado  less  than 
three  months  as  compared  to  39  per  cent  of  the 
non-infected  group.  Although  this  finding  is  in- 
conclusive due  to  the  inability  to  randomize  the 
study,  it  does  raise  the  possibility  that  resi- 
dence in  Colorado  may  decrease  one’s  suscepti- 
bility to  a G.  lamblia  infection.  In  Aspen®  and 
Leningrad,'  the  epidemic  mainly  involved 
tourists  rather  than  the  resident  population.  In 
Boulder,"  there  was  a significantly  higher  in- 
cidence of  giardiasis  in  a census  tract  encom- 
passing the  college  campus.  If  untreated  water 
sources  in  Colorado  are  contaminated  with  giar- 
dia cysts,  one  can  speculate  that  residents  who 
frequently  participate  in  mountain  recreation 
may  acquire  immunity  by  means  of  repeated  ex- 
posure to  the  organism.  Since  there  is  no  evi- 
dence of  systemic  invasion  by  G.  lamblia,  any 
immunity  would  be  localized  to  the  intestinal 
tract.  The  role  of  intestinal  defense  mech- 
anisms in  human  giardiasis  is  supported  by  the 
observed  increased  incidence  of  the  disease  in 
children  with  intestinal  immunodeficiency  syn- 
dromes.^^ 

In  accordance  with  recent  reports  of 
epidemic  giardiasis,  results  of  this  investigation 
indicate  that  water  is  a common  vehicle  for  G. 
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lamblia  transmission  in  environments  lacking 
factors  predisposing  to  fecal-oral  transmission. 
Although  inconclusive,  due  to  the  survey’s 
design,  the  results  also  raise  an  interesting 
possiblity  that  acquired  intestinal  immunity 
may  have  an  important  role  in  human  giar- 
diasis. 

Summary 

During  the  summer  of  1973,  an  epidemic  of 
giardiasis  occurred  among  employees  of  a Colo- 
rado resort  lodge.  The  overall  attack  rate  was  40 
per  cent  (16  of  40).  Thirteen  individuals  had  an 
illness  compatible  with  giardiasis;  three  others 
had  positive  exams  for  Giardia  lamblia  but  were 
asymptomatic.  The  average  maximal  incuba- 
tion period  was  3.2  weeks  and  the  average  dura- 
tion of  illness  was  4.1  weeks.  The  epidemic  curve 
suggested  a common  source  outbreak  and  epi- 
demiologic investigation  implicated  the  lodge’s 
untreated  water  supply.  Of  interest,  81.2  per 
cent  of  cases,  as  compared  to  39  per  cent  of  the 
non-infected  group,  were  not  residents  of  Colo- 
rado. This  finding  suggests  that  Colorado  resi- 
dents may  be  less  susceptible  to  G.  lamblia  in- 
fection, than  non-residents.  • 
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Late  appearance  of 
postoperative  hypoparathyroidism 


Airell  L.  Nygaard,  MD,  Kenneth  C.  Sawyer,  MD, 
and  Robert  B.  Sawyer,  MD,  Denver* 


Hypoparathyroidism  appearing  soon  after 
thyroidectomy  is  a well  known  problem. 

Its  appearance  at  a considerable  time  after 
operation  has  not  been  frequently 
described,  and  probably  occurs  more 
often  than  is  commonly  recognized. 


A WELL  RECOGNIZED  COMPLICATION  OF  Subtotal  thy- 
roidectomy  is  the  early  appearance  of  post- 
operative hypoparathyroidism,  manifested  by 
paresthesias,  muscle  spasm,  tetany,  and  hypo- 
calcemia, and  reported  to  occur  in  3 to  28  per 
cent  of  patients.'"^  The  late  appearance  of  post- 
operative hypoparathyroidism,  years  after  the 
thyroidectomy,  however,  is  not  frequently 
recognized.  The  complication  is  probably  more 
common  than  is  reported  perhaps  because  post- 
operative followup  was  insufficiently  thorough, 
or  followup  was  not  continued  long  enough. 

Representative  case  histories  in  the  experi- 
ence at  Presbyterian  Medical  Center,  Denver, 
between  1955  and  1975  are  presented. 

CASE  REPORTS 

Case  1:  A 61-year-old  woman  underwent  bilateral  subtotal 
thyroidectomy  for  a toxic  nodular  goiter  in  1963.  Postopera- 
tively,  there  were  no  symptoms  of  hypocalcemia:  hence,  a 
serum  calium  level  was  not  taken.  When  the  patient  was 
subsequently  admitted  2 years  later  for  hysterectomy,  she 
complained  of  chronic  fatigue  for  the  past  year.  Physical  ex- 
amination showed  an  absent  Chvostek’s  sign  and  hyperac- 
tive deep  tendon  reflexes.  Serum  calcium  level  was  7.6 
mg.'^r,  serum  phosphorus  4 mg.‘’r.  After  initiation  of  oral 


*From  the  Presbyterian  Medical  Center,  Denver,  Colorado, 


calcium  and  vitamin  D supplements,  the  patient  noted 
significant  improvement;  and  repeat  serum  calcium  was  9.5 
mg.G. 

Case  2:  A 29-year-old  woman  underwent  bilateral  subtotal 
thyroidectomy  for  Hashimoto’s  disease  in  1966.  Postopera- 
tively  she  developed  tetany,  relieved  by  intravenous  cal- 
cium, and  she  was  placed  on  oral  calcium  prior  to  discharge. 
The  calcium  was  discontinued  by  the  patient  one  year  later 
because  she  no  longer  thought  it  was  necessary.  She  pre- 
sented in  1973  with  a three  week  history  of  muscle  weakness, 
easy  fatigability,  drowsiness,  and  paresthesias.  Serum  cal- 
cium level  was  6.7  mg.'T.  All  symptoms  showed  distinct  im- 
provement several  weeks  after  oral  calcium  and  vitamin  D 
therapy  were  instituted. 

Case  3:  Except  that  she  had  noticed  no  postoperative 
tetany,  no  postoperative  information  was  available 
regarding  a 53-year-old  patient,  who  had  undergone  thy- 
roidectomy in  1944.  However,  13  years  later,  a cataract  was 
extracted  from  her  right  eye,  and  in  1962,  one  was  removed 
from  her  left  eye.  No  serum  calcium  determinations  were 
performed  on  either  admission.  In  1965,  she  presented  with  a 
one-week  history  of  dizzy  spells  and  falling  episodes.  Phys- 
ical examination  showed  no  neurologic  deficits.  Serum  cal- 
cium level  was  4.6  mg. ‘’7,  phosphorus  was  5.7  mg.%.  During 
her  hospitalization,  the  patient  developed  carpopedal  spasm 
and  tetany  which  responded  to  IV  calcium  infusions,  and  her 
admitting  complaints  showed  improvement  with  subse- 
quent oral  calcium  and  vitamin  D therapy. 

Case  4:  A 30-year-old  woman,  had  undergone  a thyroidec- 
tomy in  1940,  but  no  postoperative  details  were  available. 
Admitted  in  1965  for  evaluation  of  hemorrhagic  cystitis,  she 
complained  of  extreme  weakness  and  fatigue  for  the  past  one 
or  two  years,  with  inability  to  do  light  housework  for  more 
than  a few  minutes  without  resting.  Shortly  after  admission, 
the  patient  became  unresponsive  and  comatose.  An  ECG 
revealed  a prolonged  Q-T  interval,  and  subsequent  serum 
calcium  level  was  3.3  mg.fr.  Massive  intravenous  calcium 
infusions  were  given,  and  as  the  patient’s  level  of  conscious- 
ness improved,  she  experienced  several  grand-mal  seizures 
while  her  serum  calcium  level  was  in  the  range  of  4 to  6 
mg.*^! . As  the  serum  calcium  rose  above  6 mg.fr,  the  patient 
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LEFT 


RIGHT 


Fig.  1.  (Modified  from  Alveryd)  Variations  of  the  position  of  the  parathyroid  glands  in  reference  to  the  inferior  thyroid  artery  in 
354  cases.  The  hatched  areas  indicate  the  location  of  the  parathyroid  glands  on  the  side  indicated. 


regained  full  consciousness,  and  the  seizures  abated.  After 
oral  calcium  and  vitamin  D therapy,  all  symptoms  improved 
and  the  patient  left  the  hospital  on  this  therapy,  without 
neurologic  deficit.  She  had  no  subsequent  recurrence  of  her 
seizures.  She  was  admitted  five  years  later,  however,  with 
vitamin  D intoxication,  hypercalcemia,  and  renal  insuf- 
ficiency. 

Case  5:  A 33-year-old  woman  had  thyroidectomy  in  1930; 
postoperatively  she  had  been  given  oral  calcium  for  control 
of  muscle  cramping,  numbness,  and  paresthesias.  When  her 
symptoms  subsided,  she  discontinued  therapy.  She  was  ad- 
mitted in  1974  for  evaluation  of  ataxia  and  recurrent  hyper- 
ventilation syndrome,  with  a fifteen  to  twenty  year  history  of 
fatigue,  lethargy,  bouts  of  depression,  and  six  month  history 
of  unsteady  gait.  The  patient’s  family  reported  that  she  had 
shown  gradual  mental  deterioration  over  this  period.  Phys- 
ical examination  showed  very  dry  skin  with  multiple  scaling 
and  keratotic  lesions;  no  cataracts  were  seen  but  carpopedal 
spasm  and  an  ataxic  gait  were  observed.  Serum  calcium  was 
4.2  mg.^’r,  phosphorus  was  8.3.tf.  The  ataxia  and  other  ad- 
mitting complaints  began  to  improve  with  oral  calcium  and 
vitamin  D therapy. 

Case  6:  In  1975,  at  the  age  of  48,  this  patient  was  hospital- 
ized for  grand-mal  seizures.  She  had  thyroidectomy  at  the 
age  of  13,  details  of  the  postoperative  course  were  unknown. 
Prior  history  was  characterized  by  multiple  gastrointestinal 
problems,  with  chronic  epigastric  pain,  diarrhea,  irritable 
bowel  syndrome,  and  frequent  bouts  of  depression.  Physical 
examination  disclosed  a normal  neurologic  picture,  without 


cataracts  or  Chvostek’s  sign.  Skull  X-rays,  brain  scan,  and 
EEC  were  normal.  Serum  calcium  was  6.8  mg. *7,  and  phos- 
phorus was  4 mg. ‘7.  The  patient  was  placed  on  oral  calcium 
and  vitamin  D supplements,  with  a subsequent  serum  cal- 
cium level  of  8.7  mg.'^r.  No  further  seizure  activity  was 
noted,  although  she  unfortunately  committed  suicide 
several  months  later  before  long-term  assessment  was  com- 
pleted. 

Discussion 

Perhaps  the  most  important  consideration 
regarding  the  foregoing  case  summaries  is  the 
nonspecific  presentation  of  the  patient,  with 
depression,  lassitude,  easy  fatigability,  and 
muscle  weakness  as  the  most  common  com- 
plaints, which  symptoms  are  similar  to  the  mul- 
tiple somatic  complaints  of  many  middle-aged 
and  elderly  women.  In  the  office  evaluation  of 
such  a patient,  a brief  question  regarding  a prior 
history  of  thyroidectomy,  or  search  for  a thy- 
roidectomy scar,  should  alert  the  physician  not 
only  to  the  possibility  of  hypothyroidism,  but 
also  of  hypoparathyroidism.  A serum  calcium 
level  should  therefore  be  as  routine  a part  of 
post -thyroidectomy  followup  as  are  serum  T.i 
and  T4  levels. 
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Awareness  of  the  complication  of  postopera- 
tive hypoparathyroidism  should  prompt  the  sur- 
geon to  routinely  consider  the  anatomic  posi- 
tions and  blood  supply  of  the  parathyroid  glands 
at  operation.  In  his  studies,  Alveryd'*  describes 
the  variations  in  parathyroid  gland  location  in 
relation  to  the  inferior  thyroid  artery  (Fig.  1). 
Pertinent  to  his  investigations  are  that  the  para- 
thyroid glands  are  found  superior  and  inferior  to 
the  inferior  thyroid  artery  and  its  branches, 
respectively,  in  59  per  cent  on  the  right  and  72 
per  cent  on  the  left.  A single  gland  is  found 
between  the  branches  in  30  per  cent  on  the  right 
and  16  per  cent  on  the  left.  The  inferior  thyroid 
artery,  of  principal  significance  in  the  vascular- 
ity of  parathyroid  glands,  is  present  98  per  cent 
on  the  right  and  97  per  cent  on  the  left,  and 
supplies  at  least  one  parathyroid  in  each  in- 
stance. Parathyroid  glands  are  found  on  the  sur- 
face of  the  thyroid  or  within  its  parenchyma  in 
14  per  cent  of  the  upper  and  38  per  cent  of  the 
lower  parathyroids,  suggesting  that  the  lower 
parathyroids  are  accidentally  removed  more 
often  than  the  upper.  If  difficulties  are  en- 
countered in  isolating  the  parathyroid  glands, 
one  is  aided  by  tracing  the  vessels  to  the  thy- 
roid, with  the  parathyroid  branch  ordinarily 
easy  to  locate. 

Permanent  hypoparathyroidism  following 
extensive  thyroidectomy  for  malignant  disease 
depends  on  whether  total  thyroidectomy  is  com- 
bined with  dissection  of  lymph  nodal  tissue  in 
the  tracheoesophageal  grooves.^  A decision  to 
produce  permanent  hypoparathyroidism,  with 
its  significant  sequelae,  should  be  defended  by 
an  improvement  in  prognosis,  and  is  generally 
made  after  gross  inspection  and  microscopic 
frozen  sections  of  the  degree  of  malignancy 
found  at  neck  exploration.  If  bilateral  groove 
dissection  is  carried  out,  postoperative  hypo- 
parathyroidism is  very  frequent.  Even  in  the 
absence  of  groove  dissections  or  in  unilateral 
approaches,  hypoparathyroidism  may  still  oc- 
cur, due  to  inadvertent  damage  to  the  delicate 
parathyroid  blood  supply.  Incidence  may  be 
decreased  by  dividing  the  thyroid  vasculature 
distal  to  the  parathyroid  artery  divisions  and 
dissecting  the  parathyroid  from  the  thyroid 
anterior  and  medial  to  it.  The  incidence  of  hy- 
poparathyroidism in  Block’s  series  of  extended 
thyroid  operations  was  9 per  cent. 

Postoperative  hypoparathyroidism  may  not 
however,  be  entirely  explained  on  the  basis  of 


mechanical  manipulation  or  interruption  of  the 
blood  supply  to  the  parathyroids.  Hypocal- 
cemia is  related  to  the  size  of  the  remaining  thy- 
roid tissue,  age  of  the  patient,  and  prior  hyper- 
thyroidism. Mitchie®  found  that  hypocalcemia 
decreases  as  the  size  of  the  thyroid  remnant  in- 
creases, and  that  it  is  most  frequent  (37%)  in 
patients  ranging  in  age  from  20  to  29,  in  contrast 
to  an  average  incidence  of  10  per  cent  for 
patients  over  30  years.  Evidence  is  also  pre- 
sented that  an  important  cause  of  hypocal- 
cemia after  thyroidectomy  for  hyperthyroidism 
is  the  sudden  reversal  of  a hyperthyroid-in- 
duced  osteodystrophy.  Perhaps  by  direct  action 
on  the  bone,  thyroid  hormone  produces  demin- 
eralization with  release  of  skeletal  calcium  and 
phosphate  into  the  plasma,  with  subsequent  ex- 
cretion. Alkaline  phosphate  levels  may  be  used 
as  an  indication  of  such  osteodystrophy;  when 
elevated,  preoperative  calcium  supplementa- 
tion may  benefit  the  thyrotoxic  patient  by 
replenishing  his  skeletal  calcium  pool. 

Symptomatology 

In  contrast  to  early  postoperative  hypopara- 
thyroidism, in  which  numbness,  tingling, 
cramps,  and  overt  tetany  are  the  most  common 
symptoms,  the  presenting  symptoms  of  late 
postoperative  hypoparathyroidism  are  more 
Subtle.  Central  nervous  system  and  psychiatric 
involvement  may  be  characterized  by  hypo- 
chondriasis, anxiety,  depression,'^  organic  brain 
syndromes,  mental  subnormality,*  headaches, 
syncope,  vertigo,  convulsions  which  are  poorly 
controlled  with  standard  medication,®’^”  and 
transient  hemimotor  and  hemisensory  abnor- 
malities." Peripheral  neurologic  symptoms,  the 
most  frequent  presenting  complaints,  are  pa- 
resthesias and  numbness  in  the  hands,  fingers, 
legs  and  feet,  and  varying  degrees  of  muscle 
weakness,  cramps,  lethargy,  and  chronic 
fatigue. 

Abdominal  symptoms  vary  from  a vague  dis- 
comfort or  “indigestion”  to  colicky  pain.  Ocular 
involvement  is  manifested  by  cataract  for- 
mation, and  cessation  of  growth  of  pre-existing 
cataracts  in  adequately  treated  hypoparathy- 
roid  patients  suggests  that  early  therapy  will 
prevent  the  development  of  cataracts.'®  Cuta- 
neous manifestations  in  long-standing  hypo- 
parathyroidism include  dull,  rough,  brittle 
fingernails,  pruritis,  moniliasis,  sparse  body 
hair,  and  dry,  rough,  and  scaling  skin.  Radio- 
graphic  changes  include  basal  ganglia  and 
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cerebellar  calcifications,  the  bony  skeleton  fre- 
quently appearing  denser  than  normal.  A 
prolonged  Q-T  interval  is  found  on  the  electro- 
cardiogram.^® 

Treatment 

Episodes  of  acute  hypocalcemia  respond  well 
to  intravenous  calcium  therapy.  If  symptoms  are 
severe,  1 or  2 grams  of  calcium  gluconate  may  be 
given  IV  slowly;  for  moderate  symptoms  the 
drug  may  be  given  as  an  IV  drip.  Chronic  hypo- 
calcemia is  treated  with  oral  calcium  and 
vitamin  D supplements.  Calcium  can  be  given 
in  many  proprietary  forms,  in  amounts  approx- 
imating 1.5  to  2 grams  of  elemental  calcium  per 
day.  In  conjunction  with  the  calcium,  pharma- 
cologic doses  of  vitamin  D,  usually  greater  than 

50.000  lU  per  day,  with  a range  of  25,000  to 

200.000  lU  per  day,  are  frequently  necessary  for 
reversal  of  the  hypocalcemia. 

The  clinician  must  remember  that  the 
patient’s  vitamin  D and  calcium  requirements 
may  change  after  a long  period  of  therapy,  with 
hypervitaminosis  D and  hypercalcemia  pre- 
senting as  lethargy,  malaise,  cerebellar  ataxia, 
polydipsia,  polyuria,  metallic  taste  and  dry 
mouth,  nausea,  vomiting,  constipation,  or  diar- 
rhea. Estrogen  replacement  therapy  in  women 


may  also  cause  the  latent  hypoparathyroid 
patient  to  become  symptomatic  or  may 
redevelop  hypocalcemic  symptoms  in  the 
patient  on  adequate  supplement  therapy.^® 

Serial  serum  calcium  determinations  are  the 
most  reliable  method  of  maintaining  normocal- 
cemic  doses  of  calcium  and  vitamin  D 
supplements.  The  Sulkowitch  urine  test  has 
been  shown  to  be  of  little  value  except  for  mon- 
itoring overtreatment. 

Summary 

Postoperative  hypoparathyroidism  may  pre- 
sent in  a patient  in  various  unexpected  fashions, 
at  times  suggestive  of  hypochondriasis,  many 
years  after  thyroidectomy.  Hypoparathyroid- 
ism should  be  suspected  in  a patient  with  a thy- 
roidectomy scar  who  complains  of  chronic 
fatigue,  lethargy,  muscle  weakness,  dizziness  or 
vertigo,  depression,  vague  abdominal  symp- 
toms, or  numbness  and  paresthesias. 

The  thyroidectomy  patient  should  be  en- 
couraged to  maintain  yearly  clinical  followup  for 
many  years  beyond  the  original  operation.  • 

Nonproprietary  Name  and  Trademarks  of  Drugs 

Diphenylhydantoin — Dilantin 
Phenobarbital — Luminal 


REFERENCES 

' Buckwalter,  -J.  A.,  Soper,  R.  T..  Davies,  J,,  Mason,  E,:  Postoperative  Hypoparathyroidism.  Surg  Gynecol  Ohstet 
101:657-666,  1955. 

- Davis,  R.  H.,  Fourman,  P.,  Smith,  J.  W.  G.:  Prevalence  of  Parathyroid  Insufficiency  After  Thyroidectomy. 
Lancet  2:1432-1435,  1961. 

' -Jones,  K,  H.,  Fourman,  P.:  Prevalence  of  Parathyroid  Insufficiency  After  Thyroidectomy.  Lancet  2:121-124, 
1963. 

■'  Alveryd,  A.:  Parathyroid  Glands  in  Thyroid  Surgery.  Acta  Chir  Scand  389:1-120,  1968. 

Block,  M.  A.,  Miller,  J.  M.,  Horn,  R.  C.:  Minimizing  Hypoparathyroidism  After  Extended  Thyroid  Operations. 
Surg  Gynecol  Obstet  123:501-506,  1966. 

Mitchie,  W.,  Duncan,  T..  Hedley,  A.  •].,  et  al:  Mechanism  of  Hypocalcemia  After  Thyroidectomy  for  Thyrotox- 
icosis. Lancet  1:508-514,  1971. 

' Fourman.  P..  Davis,  R.  H.,  Rawnsley,  K,,  Jones,  K.  H.,  Morgan,  D.  B.:  Effect  of  Galium  on  Mental  Symptoms  in 
Partial  Parathyroid  Insufficiency.  Lancet  2:914-915,  1967. 

" Christie-Brown  J.  R.  W.:  Mood  Changes  Following  Parathyroidectomy.  Proc  R Soc  Med  61:1121,  1968. 

“ Blanchard,  B.  M.:  Focal  Hypocalcemic  Seizures  33  Years  After  Thyroidectomy.  Arch  Intern  Med  110:382-385. 
1962. 

Bull,  D.  M..  Dillihunt,  R.  C.:  Hypoparathyroidism  Presenting  With  Convulsions  28  Years  After  Thyroidectomy. 
JAMA  193:128-129,  1965. 

" Fonseca,  0.  A.,  Calverlev,  J.  R.:  Neurological  Manifestations  of  Hypoparathyroidism.  Arch  Intern  Med  120:202- 
206,  1967. 

Rose,  N.:  Investigation  of  Post-Thyroidectomy  Patients  for  Hypoparathyroidism.  Lancet  2:116-121.  1963. 
Ireland,  A.  W.,  Hornbrook,  J.  W.,  Neale.  F.  C.,  Posen,  S.:  The  Crystalline  Lens  in  Chronic  Surgical 
Hypoparathyroidism.  Arch  Intern  Med  122:408-411,  1968. 

Hirano,  K.,  Ishibashi,  A.,  Yoshino,  Y.:  Cutaneous  Manifestations  in  Idiopathic  Hypoparathyroidism.  Arch  Der- 
matol 109:242-244,  1974. 

' Rasmussen,  H.:  Parathyroid  Hormone,  Calcitonin,  and  Calciferols,  Williams,  R.  (edi:  Textbook  of  En- 
docrinology. Philadelphia,  VV'.  B.  Saunders  Co.,  1974. 

Avioli,  L.  V.:  The  Therapeutic  Approach  to  Hypoparathyroidism.  Am  J Med  57:34-42,  1974. 


for  1976 


215 


Neonatal  necrotizing  enterocolitis* 


Frank  E.  Johnson,  MD,  Nancy  J.  Schultz,  MD,  John  R.  Lilly,  MD, 
Michael  A.  Simmons,  MD,  David  C.  Hitch,  MD,  Denver 


Necrotizing  enterocolitis  (NEC)  is  an 
increasingly  important  cause  of  morbidity 
and  death  in  neonates.  It  has  become 
the  most  frequent  neonatal  intraabdominal 
catastrophy. 


Neonatal  NECROTIZING  enterocolitis  (NEC)  was 
considered  a rare  disease  until  recently.  Gener- 
sich'  is  credited  with  the  first  case  report  in 
1891.  Willi^  later  reviewed  a series  of  62  cases. 
By  the  mid-1960’s,  NEC  accounted  for  two  per 
cent  of  deaths  in  a premature  nursery.^  Hopkins 
et  aV  reported  in  1970  that  NEC  was  present  in 
three  per  cent  of  autopsied  premature  infants. 
The  incidence  appears  to  be  increasing. 
Kosloske  and  Martin^  recorded  seven  patients 
with  the  disease  in  the  thirteen  years  before  1971 
and  22  patients  in  the  two  years  between  1971 
and  1973.  They  suggested  several  possible 
reasons  for  the  increased  frequency:  (1)  a rising 
index  of  suspicion;  (2)  an  increase  in  survival  of 
infants  at  high  risk  for  NEC  due  to  improved 
management  of  conditions  such  as  respiratory 
distress  syndrome  (RDS);  and  (3)  an  increase  in 
the  use  of  drugs,  umbilical  catheters,  plastics, 
oxygen,  and  other  agents  thought  to  precipitate 
the  disease.  For  unexplained  reasons  the  in- 
cidence varies  from  one  institution  to  another 
and  from  region  to  region. 

Risk  factors 

Many  factors  appear  to  predispose  a neonate 
to  NEC.  Torma  and  associates®  reported  45 
patients  with  NEC,  of  whom  40  were  premature, 
35  weighed  between  one  and  two  kilograms,  37 
had  an  arterial  or  venous  catheter,  20  required 
exchange  transfusion,  32  had  APGAR  scores  less 
than  seven,  24  developed  RDS  before  developing 
NEC,  and  20  required  respirators.  In  Dudgeon’s^ 
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series  eighty-five  per  cent  of  NEC  patients 
weighed  less  than  2000  grams  with  an  average 
gestational  age  of  32  weeks.  Joshi  and  asso- 
ciates® incriminated  twinning,  apneic  spells, 
breech  delivery,  and  hypoglycemia.  Although 
uncommon,  purulent  amnionitis  has  been  in- 
criminated as  a risk  factor. In  general,  infants 
at  highest  risk  are  premature,  small,  and  have 
been  subjected  to  stresses  such  as  hypoxia,  sep- 
sis, hypoglycemia,  and  the  placement  of  intra- 
vascular catheters.  However,  NEC  may  occur  in 
the  absence  of  any  of  these  “predisposing” 
causes. 

Diagnosis 

No  single  feature  of  NEC  is  pathognomonic. 
Dudgeon  and  colleagues’  reported  that  ninety- 
five  per  cent  of  their  patients  showed  abdominal 
distention,  sixty  per  cent  had  hematochezia, 
and  twenty-four  per  cent  developed  diarrhea. 
Over  half  of  their  patients  had  gastric  retention, 
jaundice,  apnea,  or  lethargy.  Temperature  in- 
stability has  been  reported  but  is  not  invariably 
present.'*’  Abdominal  tenderness  is  common 
and  may  be  associated  with  abdominal  wall 
edema  and  erythema.  Radiologic  findings  are 
the  most  helpful;  the  most  common  signs  are 
those  of  paralytic  ileus  and  gas  in  the  bowel  wall, 
giving  a characteristic  granular  or  foamy 
appearance  (pneumatosis  intestinalis).  Gas  in 
the  portal  vein  has  been  seen  in  a minority  of 
cases.'*  The  presence  of  free  intraabdominal  air, 
indicative  of  perforation,  is  sometimes  seen.®  As- 
sociated laboratory  findings  may  include  leuko- 
penia, anemia,  thrombocytopenia,  immature 
white  cell  forms,  hyperbilirubinemia,  hypoxia, 
and  lactic  acidosis. 

Pathology 

Although  any  portion  of  the  gut  may  be 
affected,  the  ileum  is  the  most  common  site  of 
involvement.*  The  affected  bowel  appears  red- 
black,  edematous,  and  congested.  There  may  be 
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mucosal  sloughing.  The  microscopic  appearance 
ranges  from  simple  congestion  or  submucosal 
hemorrhage  to  necrosis  of  all  muscle  layers  with 
occasional  ghosts  of  necrotic  villi.  Because  the 
inflammatory  response  may  be  mild,  in  spite  of 
extensive  necrosis,  a theory  has  been  advanced 
that  the  primary  lesion  is  due  to  ischemic 
necrosis  or  infarction.  However,  occlusion  of  the 
large  mesenteric  vessels  has  not  been  found.  The 
diagnosis  of  NEC  is  only  established  when 
pathologic  examination  shows  intestinal 
necrosis  for  which  there  is  no  obvious  cause. 

Etiology 

The  etiology  of  NEC  remains  unclear,  but 
ischemia,  cold  stress,  infection,  and  immunol- 
ogic abnormalities  may  all  be  causative  factors. 
Lloyd“  suggests  that  when  fetuses  and  new- 
borns are  subjected  to  stress  or  hypoxia,  reflex 
redistribution  of  blood  flow  occurs,  shunting 
blood  away  from  the  intestines  preferentially  to 
the  heart  and  brain.  Hopkins^  concurs  with  this 
proposal  and  adds  that  prematures  may  have  in- 
creased capillary  fragility  predisposing  to  hy- 
poxic damage. 

Mizrahi  and  associates^  suggest  that  endo- 
toxins from  gram  negative  intestinal  organisms 
may  be  a factor.  Hopkins  et  aB  believe  that 
ischemia  may  lead  to  decreased  mucin  produc- 
tion, increasing  the  liability  of  the  gut  to  pro- 
teolysis and  bacterial  invasion.  A pyogenic 
bacterial  infection  may  therefore  be  the  result  of 
NEC  rather  than  its  cause.  No  organisms  has 
been  consistently  isolated  from  infants  with 
NEC,  although  Escherichia  coli,  Klebsiella 
pneumonia,  and  Klebsiella  aerobacter  have 
been  found  in  many  cases.  A viral  etiology  has 
been  frequently  proposed,  but  support  for  this  is 
scant. 

Torma  and  associates®  suggested  that 
feeding  of  hypertonic  solutions  to  neonates  has  a 
damaging  effect  on  the  mucosa;  in  a study  of  45 
patients  with  NEC,  42  had  been  fed  high  calorie 
solutions  in  the  first  24  hours.  In  their  in- 
stitution, after  hypertonic  feedings  were 
stopped,  the  incidence  of  NEC  declined 
dramatically.  Santulli  and  associates'^  have 
demonstrated  a protective  effect  of  breast  milk 
in  an  animal  model  of  NEC,  although  NEC  has 
occurred  in  breast  fed  infants,  and  they 
attribute  this  protection  to  the  maternal  an- 
tibodies contained  in  breast  milk.  A subsequent 
study'®  has  implicated  breast  milk  macro- 
phages. 


Umbilical  catheterization  is  well  established 
as  a contributing  cause  of  NEC  by  many  in- 
vestigators.®’'‘‘'®  In  one  study'®  of  seven  cases  of 
NEC,  four  had  umbilical  venous  catheteriza- 
tions, two  had  venous  and  arterial,  and  one  had 
arterial  alone.  In  five  the  catheterization  proce- 
dure was  judged  to  be  difficult  or  complicated. 

Therapy 

After  diagnosis  of  NEC,  when  there  is  no  evi- 
dence of  free  perforation  of  the  intestine,  the 
following  initial  measures  are  advised:  gastroin- 
testinal decompression  by  nasogastric  or  oro- 
gastric  tube;  correction  of  biochemical  and 
hemodynamic  abnormalities  by  use  of 
appropriate  crystalloid  and  colloid  solutions  in- 
cluding whole  blood  (there  may  be  a significant 
loss  of  colloid  into  the  peritoneal  cavity); 
bacterial  and  viral  cultures  (blood,  naso- 
pharynx, urine,  stool,  and  cerebrospinal  fluid); 
appropriate  antibiotic  coverage,  usually  genta- 
micin (5-6  mg/kg  IV)  and  ampicillin  (200-300 
mg/kg);  frequent  reassessment  (every  six  hours 
or  more  often)  for  signs  of  continuing  or  progres- 
sing sepsis  or  peritonitis;  monitoring  of  blood 
pressure,  pulse,  respirations,  urine  output  and 
urine  specific  gravity;  serial  check  of  blood 
counts,  platelets,  electrolytes,  blood  gas  meas- 
urements, and  other  laboratory  data;  serial 
repetition  of  abdominal  films  (every  6 hours)  to 
demonstrate  free  air,  progression  of  pneumato- 
sis, or  fixed  dilated  loops  of  bowel;  monitor 
respirations  and  ECG;  and  control  temperature 
of  the  patient. 

Absolute  indications  for  surgical  interven- 
tion are  evidence  of  perforation  of  bowel  as 
shown  by  the  presence  of  free  intraperitoneal  air, 
evidence  of  severe  peritonitis,  manifested  by  ab- 
dominal wall  cellulitis,  or  clinical  deterioriza- 
tion  unrelated  to  other  causes.  Relative  in- 
dications for  surgery  are  firm  evidence  of 
localized  abscess,  lack  of  improvement  within 
24-48  hours  after  initiation  of  therapy,  persistent 
gastrointestinal  obstruction,  progressive 
acidosis  unrelated  to  other  causes  and  dissem- 
inated intravascular  coagulopathy  unresponsive 
to  nonsurgical  therapy. 

Although  the  overall  survival  rate  has  im- 
proved with  an  aggressive  nonsurgical  approach, 
intraabdominal  complications  may  require  sur- 
gical therapy.  The  mortality  associated  with 
nonsurgical  therapy  has  been  18-25  per  cent,®’® 
while  the  recent  mortality  with  surgery  has 
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ranged  from  30-58  per  cent.®'^  The  overall 
salvage  rate  has  thus  been  approximately  75  per 
cent.  A joint  effort  of  pediatrician  and  surgeon  is 
necessary.  If  surgical  intervention  is  necessary  it 
will  usually  be  within  the  first  48  hours  after 
diagnosis. 

Complications  are  common,  and  include  res- 
piratory insufficiency,  pulmonary  hemorrhage, 
pneumonia,  bleeding,  and  sepsis.®’^  If  the 
patient  has  undergone  surgery,  he  may  develop 
a wound  dehiscence,  intraabdominal  abscess,  or 
continuation  of  the  enterocolitis  with  post 
operative  bowel  perforation.®-^  Late  com- 
plications of  the  short  gut  syndrome  and  bowel 
stenosis  or  stricture  may  occur.® 

Investigation  continues  into  the  etiology  and 
therapy  of  neonatal  necrotizing  enterorcolitis. 
The  early  replacement  of  fluids  and  blood  prod- 
ucts, the  use  of  pharmacologic  agents  to 


decrease  platelet  adhesiveness,  the  early 
drainage  of  intraperitoneal  putrefaction,  and 
preventive  measures  such  as  the  use  of 
colostrum  are  current  avenues  of  approach. 

Summary 

Neonatal  necrotizing  enterocolitis  is  a 
significant  cause  of  mortality  and  morbidity  in 
neonates.  No  single  etiologic  factor  has  been 
isolated.  The  diagnosis  is  based  on  a high  index 
of  suspicion.  The  neonate  is  usually  premature, 
small,  and  stressed.  He  may  develop  abdominal 
distention,  bilious  vomiting,  rectal  bleeding, 
and  sepsis.  Aggressive  therapy  has  improved  the 
overall  survival.  Surgical  intervention  is  man- 
datory in  a quarter  of  the  patients.  Once  the 
acute  episode  has  passed,  long  term  problems 
may  remain  with  intolerance  of  feedings,  short 
gut  syndrome,  and  late  bowel  stenosis.  • 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended,  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsuscepfible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  HEACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 

3^  / Burroughs  Wellcome  Co. 

' r/\  / Research  Triangle  Park 

Weiicame / North  Carolina  27709 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5.000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

iiDICATiOiS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection, 

Pjophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing,  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 
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Constitutional  Secretary:  Robert  A.  O’Dell,  Aurora. 

Delegates  to  the  A.M.A.:  Robert  E.  McCurdy,  Denver,  Dec.  31, 
1975;  Kenneth  A.  Platt,  Westminster,  Dec.  31,  1976;  Joseph  L. 
Kovarick,  Denver,  Dec.  31,  1977. 

Alternate  Delegates  to  the  A.M.A.:  Clyde  E.  Stanfield,  Denver, 
Dec.  31,  1976;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1977;  Leo  J. 
Nolan,  Lakewood,  Dec.  31,  1977. 

Speaker,  House  of  Delegates:  R.  Jack  Warren,  Denver. 

Vice  Speaker,  House  of  Delegates:  Robert  F.  Linnemeyer,  Grand 
Junction. 

Foundation  Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 

Douglas  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  Telephone  (303)  534-8580. 

New  Mexico  Medical  Society 

OFFICERS — 1976-77 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no  year  is  in- 
dicated the  term  is  for  one  year  only  and  expires  at  the  1977  Annual 
Session. 

President:  Walter  Hopkins,  Lovington. 

President-elect:  Robert  Zone,  Santa  Fe. 

Vice  President:  William  Gorman.  Albuquerque. 
Secretary-Treasurer:  John  Roberts,  Albuquerque. 

Immediate  Past  President:  Robert  Cutler,  Espanola. 

Speaker,  House  of  Delegates:  John  Abrums,  Albuquerque. 

Vice  Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Jr.,  Albuquer- 
que. 

Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Vaun  Floyd,  Albuquerque. 
Councilors  for  Three  Years:  Ashley  Pond,  Taos;  Solomon  Brown, 
Albuquerque;  Donald  Wnlfel,  Albuquerque;  Robert  McComas,  Las 
Cruces;  Herman  Bender,  Silver  City;  Leland  Fellows,  Alamogordo; 
Clarence  Peterson.  Carlsbad. 

Councilors  for  Two  Years:  Donald  E.  Kilgore.  Jr.,  Albuquerque; 
Thomas  L.  Carr,  Albuquerque;  Edward  D.  Fikany.  Fort  Sumner;  T. 
G.  McCormick,  Hobbs;  Norton  Ritter,  Gallup;  Jack  Coats,  Far- 
mington. 

Councilors  for  One  Year:  George  P.  Bunch,  Las  Vegas;  Walter 
Levy,  Santa  Fe;  Livingston  Parsons,  Albuquerque;  John  Moore, 
Roswell. 

Scientific  Editor  for  New  Mexico  Rocky  Mountain  Medical  Jour- 
nal: Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  John  H Saiki,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr,  Ralph  R.  Marshall,  2650  Yale  Blvd.,  SE, 
Albuquerque,  87106.  Telephone  (505)  247-0539. 

Associate  Executive  Director:  Rick  Beitler,  Albuquerque. 


Montana  Medical  Association 

OFFICERS — 1975-76 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Meeting  of  the  year  indicated.  Where  no  year  is 
indicated  the  term  is  for  one  year  only  and  expires  at  the  1976  An- 
nual Meeting. 

President:  David  Gregory,  Glasgow. 

President-elect:  Colvin  H.  Agnew,  Billings. 

Vice  President:  James  K.  Cope,  Forsyth. 

Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  Merle  D.  Fitz,  Scobey. 

Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 

Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf  Point. 

Executive  Committee:  John  R.  Halseth,  Great  Falls;  David 
Gregory,  Glasgow;  Colvin  H.  Agnew,  Billings;  Robert  P.  Yost, 
Missoula;  James  E.  Elliott,  Havre;  Herbert  T.  Caraway,  Billings; 
Mark  B.  Listerud,  Wolf  Point;  John  R.  Burgess,  Jr.,  Helena;  James 
K.  Cope,  Forsyth. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  llth  Avenue,  Suite  12, 
Helena,  Montana  59601,  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — Terms  of  Officers  and  Committeemen  expire  in  Oc- 
tober 1977. 

President:  John  W.  Callister,  Reno. 

President-elect:  Robert  L.  Brown,  Carson  City. 
Secretary-Treasurer:  Richard  C.  Inskip,  Reno. 

Immediate  Past  President:  William  K.  Stephan,  Las  Vegas. 
Delegate  to  A.M.A.:  G.  Norman  Christensen,  East  Ely. 
Alternate  Delegate  to  A.M.A.:  Leonard  H.  Raizin,  Las  Vegas. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Thomas  J.  Scully,  Reno. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Robert  W.  Williams,  Las  Vegas. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh.  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane,  Reno 
89.502.  Telephone  (702)  825-6788. 


Wyoming  State  Medical  Society 

OFFICERS — 1976 — Terms  of  Officers  and  Committeemen  expire 
December  31,  1976.  Terms  of  office  (with  the  exception  of  Delegate 
and  Alternate  Delegate  to  A.M.A.)  expire  at  the  end  of  the  calendar 
year  rather  than  at  the  Annual  Session. 

President:  Patrick  D.  Nolan,  Buffalo. 

President-elect:  James  E.  Stoetzel,  Pine  Bluffs. 

Vice  President:  Kent  T.  Christensen,  Casper. 

Secretary:  James  R.  Alexander,  Torrington. 

Treasurer:  John  C.  Budge,  Laramie. 

Delegate  to  A.M.A. : Fenworth  M.  Downing,  Sheridan. 

Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 

Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  Ross  J.  Collie,  Lander. 

Immediate  Past  President:  Donald  B.  Hunton,  Cheyenne. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Robert  G.  Smith,  Cheyenne. 

Executive  Director:  Mr.  Robert  G.  Smith,  P.O.  Drawer  4009,  Chey- 
enne, Wyoming  82001.  Telephone  (307)  635-2424. 
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O R G A N 


ABSTRACT  OF  MINUTES 
HOUSE  OF  DELEGATES 

Wyoming  State  Medical  Society 

Seventy- Second  Annual  Meeting 

August  26-29,  1975 

Jackson  Lake  Lodge 

Grand  Teton  National  Park,  Wyoming 


FIRST  SESSION 

Wednesday,  August  27,  1975 

The  72nd  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  1975  Wyoming  State  Medical  Society  was 
called  to  order  at  Jackson  Lake  Lodge,  Grand  Teton 
National  Park,  Wyoming,  at  9:30  a.m.  on  Wednes- 
day, August  27,  1975,  by  Dr.  Donald  B.  Hunton,  pres- 
ident of  the  Wyoming  State  Medical  Society.  The 
president  then  delivered  his  President’s  address  to  the 
House  of  Delegates. 

The  President  then  declared  the  1975  Annual 
House  of  Delegates  Meeting  of  the  Wyoming  State 
Medical  Society  open  and  introduced  the  Speaker  of 
the  House,  Dr.  Theodore  L.  Johnston  from  Chey- 
enne. 

Dr.  Johnston  then  introduced  the  Assistant 
Speaker  of  the  House,  Dr.  Ross  Collie  from  Lander 
who,  in  turn,  introduced  Mrs.  John  F.  Vaughan, 
Western  Regional  Vice-President  of  the  American 
Medical  Association  Auxiliary  from  Washington 
State.  Upon  conclusion  of  Mrs.  Vaughan’s  brief 
speech.  Dr.  Johnston  introduced  the  American  Med- 
ical Association  President,  Dr.  Max  Parrott.  Dr.  Par- 
rott addressed  the  House  of  Delegates  and  a brief  dis- 
cussion about  increasing  the  payment  of  physicians 
by  the  Health,  Education  and  Welfare  formula 
followed. 

A resolution  was  then  proposed  by  Dr.  Mellion  to 
the  House  of  Delegates  by  the  Teton  Mountain  Coun- 
ties Medical  Society  which  was  being  considered  by 
Blue  Cross-Blue  Shield.  Dr.  Stoetzel  was  also 
recognized  concerning  the  development  of  a deferred 
payment  program  with  Blue  Shield.  Dr.  Johnston 
referred  the  resolutions  and  matters  of  business  to 
the  Executive  Governmental  Affairs  and  Economic 
Committee  and  the  Research,  Organization  and 
Scientific  Program  Committee  respectively. 

Dr.  Johnston  adjourned  the  first  session  of  the 
1975  House  of  Delegates  at  11:10  a.m.,  August  27, 
1975. 


SECOND  SESSION 
Friday,  August  29,  1975 

The  Second  Session  of  the  72nd  Annual  Meeting 
of  the  Wyoming  State  Medical  Society,  House  of 
Delegates,  was  called  to  order  by  Dr.  Johnston  at  8:45 
a.m.,  Friday,  August  29,  1975,  at  Jackson  Lake 
Lodge,  Grand  Teton  National  Park,  Wyoming. 

Dr.  Johnston’s  first  order  of  business  was  recogni- 
tion of  Dr.  Donald  Hunton,  President,  for  his  efforts 
in  the  preparation  and  publication  of  the  first  Wyo- 
ming Relative  Value  Scale. 

Dr.  Johnston  then  introduced  C.  Kent  Jensen  who 
gave  a presentation  on  services  to  the  visually  handi- 
capped. After  his  discussion.  Dr.  Johnston  introduced 
Bob  Smith,  Executive  Secretary,  who  gave  a presen- 
tation of  the  proposed  WSMS-Blue  Shield  Fee  For- 
mula. 


Dr.  Jim  Stoetzel,  Chairman  of  the  Medical  Serv- 
ices Reference  Committee,  was  introduced. 

The  Annual  Meeting  minutes  of  1974  were 
reviewed  and  approved. 

The  Council  Meeting  minutes  of  August  27,  1974, 
were  reviewed  and  items  7A,  C and  D were  approved. 

The  Council  Meeting  minutes  of  November  24, 
1974,  were  reviewed  and  Items  4A,  lOA,  llA  and  -3 
were  approved. 

The  Council  Meeting  minutes  of  February  2,  1975, 
were  reviewed  and  Item  F,  in  conjunction  with  the 
application  of  the  Wyoming  State  Medical  Society  as 
the  accrediting  agency  for  Continuing  Medical  Edu- 
cation programs  in  Wyoming  was  approved. 

Dr.  Stoetzel  recommended  approval  of  the  above 
portion  of  the  report.  Motion  seconded  and  carried. 

Continuing  with  the  February  2nd  Council  Meet- 
ing, Items  8A,  C and  12A  and  B were  discussed  and 
approved. 

Council  Meeting  minutes  of  May  4,  1975,  Items 
5E,  8A,  I and  llA  were  approved. 

Council  Meeting  minutes  of  August  3,  1975,  Item 
5D  was  reviewed.  The  Committee  recommended  that 
the  Board  of  Medical  Examiners  should  notify  phy- 
sicians involved  with  physician  support  personnel 
that  they  are  required  to  be  in  attendance  when  such 
physician  support  personnel  are  taking  their  ex- 
aminations. 

Motion  made  for  approval  of  the  above  portion  of 
the  report,  seconded  and  carried. 

Continuing  with  the  August  3rd  minutes.  Item  7- 
A2  was  approved.  Item  8A,  concerning  the  establish- 
ment of  videotape  players  and  television  sets  for  the 
hospitals  within  the  state  for  use  in  medical  education 
programs  was  reviewed.  It  was  recommended  to  the 
Wyoming  State  Medical  Society  that  this  program  be 
implemented,  if  financially  possible. 

Motion  was  made  for  approval  of  the  above  por- 
tion of  the  report,  seconded  and  carried. 

Continuing  with  the  August  3rd  minutes.  Item  8B 
was  discussed  and  approved. 

The  Mental  Health  Subcommittee  report  of 
April  18,  1975,  was  reviewed.  The  Committee 
specifically  pointed  out  that  there  is  an  error  in  the 
report  to  the  Legislature  that  there  are  59  practicing 
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clinical  psychologists  within  the  state  of  Wyoming.  In 
actuality,  there  are  only  11  practicing  clinical  psy- 
chologists in  the  state  who  would  be  available  for  con- 
sultation. 

The  President’s  Address  of  1974  was  approved. 

The  Medical  Services  Report  of  1974  was  reviewed 
and  approved. 

The  Postgraduate  Residency  Medical  Education 
report  was  read  and  approved. 

Motion  was  made  for  approval  of  the  above  por- 
tion of  the  report,  seconded  and  carried. 

After  discussion,  motion  was  made  to  approve  the 
following  resolution,  seconded  and  approved: 

Mental  Health  Committee  Resolution. 

“WHEREAS,  Wyoming  Public  Health  Nurses  are 
effectively  and  closely  involved  in; 

A.  Child  protection  problems  where  children  are 
physically  and  emotionally  abused  and  neg- 
lected; 

B.  Early  detection  of  developmental  delays, 
physical,  intellectual,  social  or  emotional; 

C.  Early  and  supportive  work  to  treat 
developmental  delay  including  cooperation 
with  parents,  physicians,  hospitals,  mental 
health  centers  and  other  agencies,  and, 

WHEREAS,  Wyoming  Public  Health  Nurses  are 
effectively  and  closely  engaged  in  dealing  with  the 
aged  in  regard  to: 

A.  Early  detection  of  physical  and  mental  illness, 
malnutrition  and  neglect;  and 

WHEREAS,  there  are  eight  counties  in  Wyoming 
with  no  public  Health  Nurse  coverage,  and 

WHEREAS,  there  are  only  three  supervisory 
positions  for  Public  Health  Nurses  in  the  entire  state, 
and 

WHEREAS,  salaries  of  Wyoming  Public  Health 
Nurses,  as  fixed  by  law,  are  lower  than  most  other 
geographical  areas, 

BE  IT  THEREFORE  RESOLVED: 

1.  Wyoming  State  Medical  Society  goes  on  record 
in  support  of  a more  comprehensive  Public 
Health  Nursing  coverage  in  the  State  of  Wyo- 
ming. 

2.  Wyoming  State  Medical  Society  strongly 
recommends  raising  salaries  and  creating  ad- 
ditional positions  so  that  the  Wyoming  Public 
Health  Nursing  services  can  continue  to 
provide  and  expand  its  services,  especially  to 
the  youth  and  aged  persons  in  this  state,  and 
That  Wyoming  State  Medical  Society  send 
copies  of  this  resolution  to  each  of  the  County 
Commissioners  throughout  the  state. 

Dr.  Stoetzel  stated  that  the  Mental  Health  Sub- 
committee recommended  to  the  Reference  Com- 
mittee, and  we  to  the  House  of  Delegates,  that  during 
the  next  appropriate  legislative  session  that  the  Dis- 
abled Physicians  Act,  proposed  by  the  AMA,  be  in- 
troduced for  adoption  within  the  state  of  Wyoming. 
After  considerable  discussion,  an  amendment  was 
recommended  that  the  Legislature  provide  adequate 
funds  to  implement  the  law. 

Motion  made  that  the  recommendation,  as 
amended,  be  passed,  seconded  and  carried. 


Dr.  Kent  Christensen  introduced  the  following 
resolution: 

“WHEREAS,  the  Wyoming  State  Medical  So- 
ciety recognizes  the  Wyoming  State  Board  of  Med- 
ical Examiners  must  bear  increasing  responsibility  for 
insuring  the  professional  competence  of  physicians 
practicing  in  the  state,  and 

WHEREAS,  the  Board  is  presently  handicapped 
in  its  performance  of  this  vital  function  by  a severe 
lack  of  funds, 

BE  IT  THEREFORE  RESOLVED: 

That  the  Wyoming  State  Medical  Society  urges 
the  Legislature  to  adequately  fund  the  Board  to  aid 
them  in  the  performance  of  this  vital  public  service.” 

Motion  made  to  accept  said  resolution,  seconded 
and  passed. 

The  Regional  Arthritis  Program  and  the  Wyo- 
ming Health  Training  Network  Program  reports  were 
read  and  approved. 

The  MAST  Program  was  considered  and  the  con- 
cept endorsed  and  approved. 

The  Immunization  Action  Month  was  endorsed 
and  approved. 

Motion  was  made  for  approval  of  the  above  por- 
tion of  report.  Motion  seconded  and  carried. 

Dr.  Stoetzel  reported  that  the  Proposal  for  Volun- 
tary Arbitration  Program  for  Wyoming  physicians 
had  been  reviewed  and  approved.  It  was 
recommended  to  the  House  of  Delegates  that  this 
program  be  implemented  but  with  the  strong  urgings 
that  other  avenues  of  solutions  to  the  problem  of 
malpractice  also  be  investigated. 

Motion  was  made  for  approval  of  this  portion  of 
the  report.  Motion  seconded  and  carried. 

Continuing  with  the  report.  Dr.  Stoetzel  stated 
that  the  Proposed  Guidelines  for  Utilization  of  Phy- 
sician Support  Personnel  in  the  state  of  Wyoming,  as 
recommended  by  the  Wyoming  State  Board  of  Med- 
ical Examiners,  had  been  reviewed.  The  concept  of 
the  guidelines  was  unanimously  approved  with  the 
details  of  the  final  outline  to  be  accomplished  by  the 
Wyoming  State  Board  of  Medical  Examiners  and  the 
Subcommittee  involved. 

Motion  was  made  for  approval  of  this  portion  of 
the  report.  Motion  seconded  and  carried. 

Dr.  Stoetzel  read  a resolution  regarding  the  tac- 
tical technique  in  football  called  “spearing  or  but- 
ting” which  frequently  produces  serious  head  and 
neck  injuries  and  is  being  taught  in  some  of  the 
schools  of  Wyoming.  That  the  Wyoming  State  Med- 
ical Society  go  on  record  as  opposing  the  teaching  of 
this  technique  and  that  all  high  schools  and  junior 
high  schools  should  be  informed  of  its  position. 

Motion  was  made  for  approval  of  this  portion  of 
the  report,  seconded  and  carried. 

Dr.  Collie  gave  a report  of  the  Medical  Services 
Reference  Committee  which  was  approved. 

Dr.  Collie  introduced  Dr.  Kent  Christensen  for  the 
report  of  Committee  No.  3,  Research,  Organization 
and  Scientific  Program  Reference  Committee 
which  met  August  27,  1975. 

Annual  minutes  of  August  28,  1974,  and  August 
30,  1974,  were  reviewed  and  recommended  to  be 
approved  by  the  Committee.  The  minutes  of  the 
Council  Meeting  of  August  27,  1974,  were  read  and 
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those  sections  pertinent  to  the  committee  were 
reviewed  and  recommended  approved  as  published. 
The  minutes  of  the  Council  Meeting  of  August  3, 
1974,  were  reviewed  and  recommended  for  approval  as 
published.  In  addition,  the  minutes  of  the  Council 
Meetings  of  November  24,  February  2 and  May  4, 
were  reviewed  and  those  sections  relevant  to  the  Com- 
mittee were  recommended  approved  and  published. 

Motion  was  made  for  approval  of  this  portion  of 
the  report.  Motion  seconded  and  carried. 

Dr.  Christensen  read  the  Memorial  Report  and  a 
moment  of  silence  was  observed. 

Dr.  Christensen  read  the  following  proposed 
amendments  to  the  Constitution:  Article  IX,  Funds, 
Dues  and  Expenses,  Section  1,  line  4,  delete  the  word 
“March”  and  substitute  the  word  “January.” 

Article  IV,  Membership,  Section  2,  delete  the  en- 
tire subsection  (h)  which  requires  new  members  to  at- 
tend the  orientation  program  of  the  Wyoming  State 
Medical  Society. 

Motion  was  made  to  accept  this  portion  of  the 
report,  motion  seconded  and  carried. 

The  following  proposed  amendment  to  the  By- 
laws was  recommended:  Under  Chapter  I,  Section  1, 
delete  “For  membership,  he  must  have  complied  with 
Section  15,  Chapter  I of  the  Bylaws.”  Under  Section 
6,  insert  a period  after  “members  at  large”  and  delete 
“and  provisional  members.”  In  Section  7,  insert  a pe- 
riod after  “society”  (line  4),  delete  “and  have  com- 
plied with  Section  15  of  this  Chapter.”  And  under 
Chapter  I,  Section  15,  delete  Section  15  in  its  entirety 
and  renumber  Section  16  as  Section  15. 

Motion  was  made  for  acceptance  of  this  portion  of 
the  report,  seconded  and  carried. 

Dr.  Christensen  continued  with  the  recommenda- 
tion of  an  amendment  to  the  Constitution  regarding 
qualifications  for  membership  to  the  Wyoming  State 
Medical  Society.  Under  Article  IV,  Section  2,  Sub- 
paragraph  (f)  which  presently  reads,  “Shall  have  a 
degree  of  Doctor  of  Medicine  from  a medical  school 
accredited  by  the  American  Medical  Association  at 
the  time  of  conferring  of  the  degree  or  have  passed  the 
Examination  for  Certification  of  the  degree  of  For- 
eign Graduates  or  have  passed  the  FLEX  test.”  To  be 
inserted  after  “FLEX  test,”  “or  shall  have  a degree  of 
Doctor  of  Osteopathy  from  an  accredited  school  of  Os- 
teopathy.” 

Motion  made  for  approval,  seconded  and  carried. 

Consideration  has  been  made  as  to  a change  in  the 
Constitution  regarding  the  terms  of  the  AMA  Dele- 
gate and  Alternate  AMA  Delegate.  After  discussion, 
motion  was  made  that  no  change  be  made.  Motion 
seconded  and  carried. 

The  Committee  then  recommended  changing  the 
Bylaws,  Chapter  I,  Section  8,  to  delete  the  entire  sec- 
tion. Insert  Section  8 which  provides  for  associate 
membership  in  the  Society  to  include  interns  and 
residents  to  associate  membership.  Annual  dues  for 
interns  and  residents  shall  be  at  least  $25.00  per  an- 
num as  decided  by  the  Council  and  approved  by  the 
House  of  Delegates.  Interns  and  residents  shall  be 
allowed  to  practice  in  all  activities  of  the  Society  and 
its  committees.  However,  they  shall  not  have  the 
privilege  of  voting  or  holding  office. 


Motion  was  made  for  acceptance  of  this  part  of  the 
report.  After  discussion,  motion  was  seconded  and 

carried. 

Motion  was  made  and  seconded  that  new  physi- 
cians be  charged  the  full  fee  for  Society  dues.  A mo- 
tion was  made  to  amend  the  motion  to  read,  “It  is 
recommended  that  new  physicians  be  charged  the  full 
fees  for  society  dues,  prorated  on  a monthly  basis.” 
Motion  carried. 

The  item  of  the  proposed  budget  was  then  con- 
sidered. After  considerable  discussion,  motion  was 
made  to  increase  the  President’s  fund  to  $10,000  and 
a recommendation  of  an  annual  dues  increase  of 
$125.00  per  member.  Motion  seconded  and  carried. 

The  Committee  recommended  an  annual  dues  in- 
crease of  $125.00  per  member,  making  the  annual 
dues  to  the  State  Medical  Society  $300.00. 

Motion  was  made  to  accept  this  part  of  the  report. 
Motion  carried. 

Dr.  Christensen  then  presented  the  Committee's 
recommended  approval  of  the  $300.00  assessment 
specifically  to  be  used  for  the  professional  liability  in- 
surance legislative  problem.  Following  a lengthy  dis- 
cussion, motion  was  made  on  an  amendment  that  the 
Executive  Committee  retain  a law  firm,  motion  sec- 
onded and  carried.  Since  there  was  no  further  dis- 
cussion, motion  was  carried  by  a unanimous  vote. 

A motion  was  made  that  Auxiliary  dues  be  made 
automatic  through  the  State  Society.  Motion  failed. 

Continuing  with  the  Committee  report,  Dr.  Chris- 
tensen stated  that  a report  of  the  Rocky  Mountain 
Medical  Journal  indicating  the  contributions  to  the 
editorial  and  scientific  material  published  by  Wyo- 
ming members  was  reviewed  and  approved  and  the 
financial  report  of  the  Rocky  Mountain  Medical  Jour- 
nal was  reviewed  and  recommended  for  approval. 

The  AMA  Delegate’s  Report  was  reviewed  and  the 
committee  recommended  acceptance  of  the  report 
and  commendation  of  Fenworth  Downing,  M.D.,  for 
his  participation  in  the  AMA  on  behalf  of  the  Wyo- 
ming State  Medical  Society. 

Motion  was  made  for  acceptance  of  this  part  of  the 
report.  Motion  seconded  and  carried. 

The  minutes  of  the  Long-Range  Planning  Com- 
mittee of  August  4,  1975,  were  reviewed  and 
recommended  approved  as  published. 

A report  was  given  to  the  Committee  by  John 
Budge,  M.D.,  Chairman  of  the  Task  Force,  for  in- 
surance benefits,  regarding  his  investigation  of  group 
health  insurance  for  members  of  the  State  Medical 
Society  and  employees.  The  Committee 
recommended  continuing  with  the  present  agreement 
with  the  Blue  Cross-Blue  Shield. 

Motion  was  made  for  acceptance  of  this  portion  of 
the  report.  Motion  seconded  and  carried. 

The  Committee  considered  the  President’s  Ad- 
dress to  the  House  of  Delegates  of  the  State  Medical 
Society.  Donald  Hunton,  M.D.,  was  commended  for 
his  excellent  leadership  during  the  year  1975. 

Motion  was  made  to  approve  the  entire  Commit- 
tee report  in  toto.  Motion  seconded  and  carried. 
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Dr.  Collie  then  called  up  James  R.  Alexander, 
M.D.,  Chairman  of  the  Executive,  Governmental 
Affairs  and  Economic  Reference  Committee,  for 
his  report. 

Dr.  Alexander  reported  the  following:  The  min- 
utes of  the  Annual  Meeting  of  1974  were  approved. 
The  Council  Meeting  minutes  of  August  27,  1974 
were  reviewed  and  approved  as  follows:  Item  6D-Sub 
2;  7B;  8-Sub  2.  The  Council  Meeting  minutes  for  Au- 
gust 30,  1974  were  also  read  and  approved.  The 
Council  Meeting  minutes  for  November  24,  1974 
were  reviewed,  including  Items  4C,  E,  Item  8,  Item 
lOB,  Item  llA-Sub  2 and  4.  The  Council  Meeting 
minutes  for  February  2,  1975  were  read  and 
reviewed  as  follows,  Item  5D,  7,  8B,  Item  9,  Item  10. 

A letter,  dated  January  1,  1975,  from  Dr.  Hunton 
to  all  doctors  of  the  State  Medical  Society  was  read 
and  reviewed. 

The  Council  Meeting  minutes  of  May  4,  1975, 
were  read  and  reviewed  as  follows:  Items  5B,  C,  D,  G. 
H,  I,  J,  K,  L,  M;  Item  9B,  G,  K,  L. 

The  minmum  standards  for  all  health  insurance 
programs  under  foundation  review  were  read, 
reviewed  and  approved. 

The  minutes  of  August  3,  1975  Council  Meet- 
ing were  reviewed  and  approved  as  follows:  Item  5A, 
B,  C;  8C-Sub  1,  2;  9D;  llA,  B,  C,  D;  IIF-Sub  2. 

Motion  was  made  to  approve  this  portion  of  the 
report,  seconded  and  carried. 

The  Committee  considered  the  special  joint 
WSMS-Blue  Shield  Fee  Schedule  Report.  There  were 
no  changes,  deletions  or  additions,  except  the  Rec- 
ommendation 6,  Paragraph  6,  pertaining  to  two  spe- 
cialties in  highly  technical  medical  procedures  which 
was  referred  back  to  the  Fee  and  Peer  Review  Com- 
mittee. 

Motion  made,  seconded,  and  carried  to  approve 
this  part  of  the  report. 

The  National  Health  Planning  Act  of  1974  resolu- 
tion was  referred  to  the  House  of  Delegates. 

A resolution  on  professional  liability  insurance 
legislation  was  referred  to  the  House  of  Delegates. 

The  Committee  then  considered  a resolution  on 
Wyoming  Blue  Shield  contracting  with  Wyoming 
Health  Services  for  review  with  amendment  and  was 
passed  to  be  presented  to  the  House  of  Delegates. 

Motion  was  made  to  approve  this  portion  of  the 
report,  seconded  and  carried. 

The  Committee  considered  a proposal  for  Volun- 
tary Arbitration  Program  for  Wyoming  physicians 
and  recommended  to  submit  it  to  the  House  of  Dele- 
gates. 

Motion  was  made  for  approval,  seconded  and 
carried. 

Dr.  Mellion  presented  a proposed  resolution  of  the 
Teton  County  Medical  Society.  Motion  was  made  to 
refer  the  resolution  to  the  Wyoming  State  Medical 
Society-Blue  Cross  Liaison  Committee.  Motion  sec- 
onded and  carried. 

Dr.  Alexander  continued  with  the  Committee 
report:  The  President’s  Address  of  1974  was  read  and 
approved.  The  entire  budget  was  read  and  approved. 


The  report  of  the  1974  Executive,  Governmental  Af- 
fairs and  Economics  Reference  Committee  was 
read  and  approved.  A report  from  Dr.  William  Flick 
on  the  progress  of  the  Bar-Liaison  Committee  was 
discussed.  A statement  of  the  Wyoming  State  Med- 
ical Society  before  the  Judiciary  Committee  of  the 
Wyoming  State  Legislature  was  read  and  approved. 

Motion  was  made  to  approve  the  last  portion  of 
the  report,  seconded  and  approved. 

Motion  was  made  to  approve  the  entire  report, 
seconded  and  carried. 

Dr.  Hunton  gave  the  report  of  the  Grievance  Com- 
mittee. 

Motion  made  to  accept  report,  seconded  and 
carried. 

Dr.  Johnston  then  called  on  Dr.  Nolan  for  a report 
of  the  Nominating  Committee.  The  following 
nominations  were  made:  For  President,  Patrick 
Nolan,  M.D.;  for  President-Elect,  Dr.  James  Stoet- 
zel;  for  Vice  President,  Dr.  Kent  Christensen;  for  Sec- 
retary, Dr.  James  Alexander;  for  Treasurer,  Drs.  Ross 
Collie,  John  Budge  and  Fred  Matthews.  Dr.  Nolan 
called  for  other  nominations  for  the  uncontested  of- 
fices; there  were  none.  A unanimous  vote  was  cast  for 
these  offices.  Dr.  Nolan  called  for  other  nominations 
for  Treasurer.  There  were  none  and  balloting 
proceeded.  Dr.  John  Budge  was  elected  as  Treasurer. 
Nominations  for  Blue  Cross  and  Blue  Shield  Board 
were  Drs.  Duane  Kline,  Walter  Reckling,  William  Fo- 
garty and  Gerald  Rounsborg.  Motion  was  made  to 
submit  the  four  names  to  Blue  Cross-Blue  Shield,  mo- 
tion seconded  and  carried. 

Dr.  Nolan,  Chairman  of  the  Time  and  Place 
Committee,  gave  his  report.  Motion  was  made  that 
the  dates  for  the  Annual  Meeting  are  August  30 
through  September  3 at  Jackson  Lake  Lodge.  Motion 
seconded  and  carried. 

The  meeting  of  the  House  of  Delegates  of  the  Wyo- 
ming State  Medical  Society  was  adjourned  at  12:20 
p.m.  on  August  29,  1975. 


Radiologist  Appointed  to  UN  Post 

Robert  D.  Moseley,  Jr.,  MD,  radiologist  at  the 
University  of  New  Mexico  School  of  Medicine,  has 
been  named  by  the  U.S.  Department  of  State  as  US 
representative  to  the  United  Nations  Scientific  Com- 
mittee on  the  Effects  of  Atomic  Radiation. 
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27th  International  Science 
and  Engineering  Fair 

The  sights  and  sounds  of  the  27th  International 
Science  and  Engineering  Fair,  held  for  the  first  time 
in  Denver,  filled  the  vast  exhibit  space  at  Currigan 
Hall,  Denver  with  one  of  its  most  memorable 
aggregations  of  displays  May  10  through  15  as  young 
scientists  from  43  states  and  Japan,  Sweden,  Puerto 
Rico,  and  Canada  competed  for  honors  and  awards. 

With  meticulous  care  and  imaginative  use  of  such 
materials  as  tapes  of  the  sounds  of  bugs  flying  and  of 
frogs  calling,  with  staggering  visual  impression  of 
vials  white  with  milk  and  other  glass  containers  green 
with  pine  needles,  with  multi-leveled  graphs,  and 
with  myriad  mysterious  devices  employed  in  multiple 
means  of  expression,  the  407  exhibits  showed  a great 
concern  with  the  world  we  live  in  and  the  way  we  ex- 
perience our  environments. 

The  presentation  of  each  young  scientist  was 
marked  by  intense  observation  and  attention  to 
relationships  of  cause  and  effect.  To  learn  how  wing 
shapes  affect  the  speed  with  which  insects  flap  their 
wings,  one  scientist  devised  a method  of  recording 
their  buzz.  To  study  the  systems  of  frog  vocalizations, 
one  young  man  set  up  a device  to  record  their  song. 
Systems,  ecosystems,  natural  rules,  affects,  effects, 
interrelationships  were  the  broad  areas  of  experi- 
mentation and  study. 

A common  instinct  of  these  young  scientists  is  a 
questioning  attitude.  “Is  $20,000  Dissolving  Under 
Your  House?”  asks  a 16-year-old  from  Cedar  City, 
Utah,  discovering  that  the  soil  foundations  of  houses 
in  town  was  heavily  composed  of  gypsum,  which  dis- 
solves in  water.  “Can  Loblolly  Pine  Needles  Remove 
Lead  Pollution  from  Our  Air?”  asked  a 16-year-old 
from  Winnsboro,  Texas,  who  found  that  indeed,  such 
needles  have  the  capability  of  removing  lead  pollution 
from  the  air. 

“How  bad  is  coffee  for  people?”  prompted  Elaine 
Keinath  of  Millington,  Michigan  to  investigate  the 
“Effects  of  Caffeine  on  Albino  Rats”,  by  observing 
reactions  from  different  injected  dosages.  Dale  Waldo 
of  St.  Louis,  Missouri,  wondered  what  plastics  would 
be  the  best  for  throw-away  containers,  and  by  burying 
different  varieties  of  plastics  in  different  types  of  soils 
determined  those  that  were  really  biodegradable. 
Mary  Theobald  of  Golden  wondered  about  the  dis- 
placement of  minerals  by  the  massive  puli  of  glacial 
ice  and  studied  this  question  by  panning  for  minerals 
at  several  points  along  the  Big  Thompson  River. 

Analysis  of  mother’s  milk  was  found  to  be  based 
on  a set  of  flawed  procedures,  so  an  18-year-old  from 
Salt  Lake  City  worked  to  establish  screening  criteria 
for  milk  donors,  and  a method  of  collection,  han- 
dling, and  storage  of  mother’s  milk.  Craig  designed  an 


Peter  Sandborn  of  Fort  Collins,  Colorado,  received  a 
First  Award  in  Engineering  at  the  ISEF  in  Denver  for  his 
study  of  “Torque  of  Rubber.  ” 

exhibit  to  show  that  the  mother’s  diet  most  in- 
fluenced positive  or  negative  amounts  of  Vitamin  C, 
with  stress  a lesser  factor. 

A mutual  interest  in  model  airplanes  in  a Fort  Col- 
lins family  stimulated  projects  which  led  to  honors  for 
two  young  scientists  in  that  household.  Fourteen- 
year-old  Patty  Sandborn,  wanted  to  make  a faster- 
flying  plane,  so  she  studied  the  factors  that  make  fly- 
ing creatures  fly.  She  compared  the  buzz  of  house 
flies,  horse  flies,  mosquitoes,  and  bees  as  they 
attempted  to  fly  away  from  the  position  in  which  they 
had  been  restrained.  Peter  Sandborn,  high  school 
sophomore,  needed  to  know  about  the  muscle  that 
would  make  a model  airplane  move  rapidly,  so  he 
devoted  his  study  of  “Torque  of  Rubber”  to  the  power 
produced  by  the  unwinding  of  a tightly  wound  rubber 
band. 

Colorado  entrants  were  honored  as  follows: 

Peter  A.  Sandborn  of  Fort  Collins  received  a First 
Award  of  $100  for  his  “Torque  of  Rubber”  study  in  the 
Engineering  classification.  From  the  Junior  Engi- 
neering Technical  Society  Sandborn  received  $50  and 
a plaque  as  a Second  Place  winner.  The  National 
Aeronautics  and  Space  Administration  gave  Sand- 
born an  Honorable  Mention,  and  the  U.S.  Army  gave 
him  a Meritorious  Award. 

Mary  Theobald  of  Golden  received  a Second 
Award  of  $75  for  her  “Glaciation  Effect  on  Heavy 
Minerals  of  the  Big  Thompson  River,  Colorado”  in 
the  Earth  and  Space  Sciences  classification.  From  the 
American  Association  of  Petroleum  Geologists  she 
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received  an  expense-paid  trip  to  the  University  of 
Missouri  Geology  Field  Camp  at  Lander,  Wyoming, 
and  an  opportunity  for  summer  employment  with  the 
U.S.  Geological  Field  Survey. 

Julie  Ann  Bryant  of  Eaton  received  a Fourth 
Award  of  $25  for  her  “Study  of  X-Ray  Induced  Muta- 
tion in  Drosophilia  melanogaster”  in  the  classifica- 
tion of  Medicine  and  Health. 

Donald  Beard  of  Hotchkiss  received  a Fourth 
Award  of  $25  for  his  study  of  “Chironomidae  Indi- 
cators of  Variance  of  Water  Quality”  in  the  Zoology 
classification. 

Patty  Sandborn  of  Fort  Collins  received  an  Hon- 
orable Mention  from  the  Entomological  Society  of 
America  for  her  entry  in  the  Zoology  classification  on 
“Bug  Buzz:  A Study  of  Insect  Flight.” 

Kurt  Friedrich  Papenfus  of  Golden  received  a U.S. 
Navy  certificate  for  his  study  entitled  “Developmen- 
tal Aspects  of  Nestling  White-Crowned  Sparrows  in  a 
Controlled  Environment.” 

Awards  to  Montana  entrants  are  as  follows: 

Eric  S.  Peterson,  18,  Hamilton,  was  a Third  Place 
winner  of  $50  for  “Studies  of  the  Heart  of  the  Guinea 
Pig”  in  the  category  of  Medicine  and  Health. 

Kay  Ellen  Schrammeck,  18,  Sunburst,  was  a 
Fourth  Award  winner  of  $25  for  her  “Study  of  Sporu- 
lation  in  Alternaria  carthami”  in  the  category  of  Mi- 
crobiology. 

Nevada  entrants  honored  were: 

Joan  Gartrell,  17,  Reno,  a Third  Award  winner  of 
$50  for  her  study  on  “Cariogenesis  as  Opposed  to 
NDGA:  A Compound  of  Larrea  tridentata”  in  the 
field  of  Biochemistry.  The  American  Dental  Associa- 
tion gave  her  a Certificate  of  Meritorious  Achieve- 
ment and  $100  for  scientific  equipment. 

Mark  Anthony  Pecchenino,  18,  Reno,  received  a 
Third  Award  of  $50  for  his  “Wildfires  and  Trol-100  as 
Opposing  Revegetation  and  Range  Land  Manage- 
ment” in  the  Botany  category.  The  American  So- 
ciety of  Agronomy  awarded  Pecchenino  $100  for  his 
work  in  an  Environmental  category,  one  of  three  areas 
they  chose  to  honor.  The  U.S.  Army  awarded  him  an 
expense-paid  trip  to  an  Army  Research  Facility,  and 
the  U.S.  Department  of  Agriculture  awarded  him  a 
$75  U.S.  Savings  Bond,  a Certificate,  and  a summer 
job.  From  the  U.S.  Navy  he  received  a Certificate  and 
a Navy  Science  Cruiser  Award.  The  U.S.  Air  Force 
gave  him  a $25  U.S.  Savings  Bond  and  a year’s  sub- 
scription to  the  Air  Force  Magazine. 

New  Mexico  entrants  honored  were: 

Grant  H.  Stokes,  17,  Los  Alamos,  won  a Second 
Award  of  $75  in  the  field  of  Physics  for  “A  Study  of 
the  Annihilation  of  Antimatter”. 

Mark  Sublette,  17,  Portales  was  a Third  Award 
winner  of  $50  for  “Food  Habits  of  Notropis  lutrensis 
in  Two  Widely  Separated  Habitats”,  an  entry  in  the 
Zoology  classification. 

Deborah  A.  Malone,  17,  Grants,  was  a Third 
Award  winner  of  $50  for  “Regression  Analysis  of 
Linear  Relationships  in  Cephalometric  Variabil- 
ities” in  the  category  of  Medicine  and  Health.  She 
was  given  an  Honorable  Mention  by  the  American 
Speech  and  Hearing  Association. 


Mary  Theobald  of  Golden,  Colorado,  received  a Second 
Award  in  Earth  and  Space  Sciences  for  her  study  of  “Glacia- 
tion Effect  on  Heavy  Minerals  of  the  Big  Thompson  River, 
Colorado"  in  the  international  contest. 

Shari  Anne  Alexander,  17,  Las  Cruces,  was  a 
Fourth  Award  winner  of  $25  for  “Detecting  Induced 
Anxieties  with  High  Voltage  Photography”,  an  entry 
in  the  area  of  Behavioral  and  Social  Sciences. 

Laura  Ann  Cronk,  18,  Grants,  was  a Fourth  Award 
winner  of  $25  in  the  field  of  Earth  and  Space  Sciences 
for  her  study  of  “Stellar  Structure”. 

John  I.  Clark,  17,  Alamagordo,  received  a Certif- 
icate of  Achievement  from  the  American  Dental  As- 
sociation for  his  study  of  “Stress  Analysis  Using 
Holography.”  The  Optical  Society  of  America  pre- 
sented Clark  with  a student  membership  in  the  OSA. 
The  Society  of  Photographic  Scientists  and  Engi- 
neers presented  a second  award  of  $75  to  Clark. 

Keith  Alan  Jacobs,  18,  Albuquerque  received  a 
First  Award  of  $100  from  the  Society  of  Photographic 
Scientists  and  Engineers  for  his  work  on  “Measuring 
the  Distances  to  Star  Clusters.” 

Robert  J.  Mendoza,  15,  of  Albuquerque  was 
named  a U.S.  Air  Force  Alternate  for  his  study  of  the 
“Potential  of  Marine  Algae  and  Marine  Organisms  as 
Anti-Tumor  Agents.” 

VVVoming  entrants  were: 

Darcy  Marie  Hulseman,  17,  Guernsey,  who  was  a 
Third  Award  winner  of  $50  for  her  “Basic  Programs 
for  Making  Stoichiometric  Calculations”,  an  entry  in 
the  Mathematics  and  Computers  category.  She 
received  a Second  Award  of  $75  from  The  IEEE  Com- 
puter Society. 

Mikel  Steven  Crook,  18,  of  Lander,  won  an  Hon- 
orable Mention  from  the  National  Aeronautics  and 
Space  Administration  for  his  study  on  “Using  Solar 
Energy  To  Extract  Fuel  from  Organic  Materials.” 
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From  the  U.S.  Army  he  received  an  expense-paid  trip 
to  an  Army  Research  Facility,  as  well  as  a Certificate 
from  the  U.S.  Department  of  Transportation.  The 
U.S.  Energy  Research  and  Development  Administra- 
tion awarded  him  an  expense-paid  “Energy  Research 
Orientation  Week”  at  an  ERDA  National  Labora- 
tory, and  a Certificate  of  Achievement.  Crook  also 
was  named  an  Alternate  in  an  all-expense  paid  visit 
to  Stockholm  in  December  to  attend  the  Nobel 
Awards  Ceremonies  and  other  special  functions  in- 
volved. 

Local  direction  of  the  ISEF  was  by  Calvin  Fisher, 
MD,  with  Ralph  Desch  as  executive  coordinator.  Mrs. 
Eileen  Irwin  of  the  Colorado  Medical  Society  served 
in  an  advisory  capacity.  Mrs.  Betty  Whitmore  served 
as  Executive  Secretary  to  the  Fair’s  Board  of  Direc- 
tors. Mr.  Russell  Stoner  from  the  Office  of  Telecom- 
munications/ITS,  U.S.  Department  of  Commerce  in 
Boulder  was  in  charge  of  Fair  operations.  A fine  com- 
mittee from  the  Woman’s  Auxiliary  to  the  Colorado 
Medical  Society  carried  out  a wide  variety  of  respon- 
sibilities with  impressive  concern. 

These  individuals  and  groups  deserve  the  highest 
commendation  for  their  planning  and  successful 
realization  of  Fair  aims.  The  Colorado  Medical  So- 
ciety was  a principal  sponsor.  Special  funding  was 
from  the  Centennial-Bicentennial  Commission. 

A.Y. 


CU  Medical  School  Honors  Convocation 

The  University  of  Colorado  School  of  Medicine  su- 
dent  honors  convocation,  with  presentation  of  Kaiser 
Permanente  teaching  awards  and  the  Alpha  Omega 
Alpha  lecture,  was  held  May  21  in  Boulder. 

E.  Stewart  Taylor,  MD,  professor  and  chairman  of 
the  CU  Department  of  Obstetrics  and  Gynecology, 
delivered  the  annual  Alpha  Omega  Alpha  lecture,  en- 
titled “The  Long  View.” 

Ward  Darley,  MD,  professor  emeritus  of  med- 
icine, former  dean  of  the  medical  school,  vice  pres- 
ident for  health  sciences  and  president  of  the  Univer- 
sity of  Colorado  1953-56,  spoke  to  the  graduates  on 
“The  Consequences  of  the  Use  of  Knowledge.” 

Dr.  Patricia  Gabow,  assistant  professor  of  med- 
icine and  chief  of  the  nephrology  division  at  Denver 
General  Hospital,  and  Dr.  Mark  Rhine,  assistant 
professor  of  psychiatry,  received  Kaiser  Permanente 
Foundation  Awards.  Dr.  Gabor  was  named  best 
clinical  teacher,  and  Dr.  Rhine  was  named  best  basic 
science  teacher. 

Twenty-six  students  received  awards  for  service 
and  scholarship.  In  addition,  six  seniors  and  seven 
juniors  were  inducted  into  the  honorary  medical 

society  Alpha  Omega  Alpha. 

The  awards  and  the  recipients  are  as  follows: 

— Dean  Maurice  H.  Rees  scholarship  for  out- 
standing scholarship  and  character,  Helen  J.  Gordon, 
Aurora  sophomore;  in  1974-75  she  won  the  Buchanan 
award  of  Nu  Sigma  Nu; 

— Gottesfeld  Memorial  Prize  for  outstanding  at- 
tainment in  the  basic  sciences,  Carol  J.  Blackard, 


Maywood,  Illinois  sophomore;  in  1974-75  she  won  the 
Carbon  Gillaspie  award  for  proficiency  in  anatomy: 

— Lange  awards  for  excellent  performance: 
Warren  J.  Kortz,  Denver,  and  Paul  S.  Sirotta,  Phil- 
adelphia, Pennsylvania,  freshmen;  Jerry  S.  Miklin, 
Denver,  and  Carol  S.  Schuffler,  Chicago,  Illinois, 
sophomores,  and  Robert  J.  Biber,  Westminster,  and 
William  D.  Nichols,  Orange,  California,  juniors; 

— Upjohn  Achievement  award  for  outstanding 
academic  achievement  by  a junior  student,  Jon  A. 
Bell,  Denver; 

— Archibald  R.  Buchanan  Award  of  Nu  Sigma  Nu 
for  outstanding  freshmen  students,  Ronald  S.  Iver- 
son, Denver,  and  Rod  H.  Peterson,  Fort  Collins,  Colo- 
rado; 

— Woman’s  Auxiliary  to  the  Denver  Medical  So- 
ciety award  for  outstanding  performance,  Marion  D. 
Scott,  Boulder,  sophomore,  and  Darrell  G.  Kirch, 
Denver,  junior;  Scott  won  the  Alpha  Omega  Alpha 
award  in  1974-75; 

— Edward  G.  Stoiber  awards  to  outstanding  junior 
medical  students,  Stephen  Follansbee,  Sacramento, 
California,  and  Robert  S.  Corman,  Arvada,  Colo- 
rado. Follansbee  won  the  Rees  scholarship  in  1974-76; 

— Alpha  Omega  Alpha  award  for  the  highest  at- 
tainment in  anatomy  by  a freshman  student,  Jeffrey 
S.  Rose,  Englewood; 

— Carbon  Gillaspie  award  for  proficiency  in 
anatomy,  Scott  S.  Johnson,  River  Falls,  Wisconsin, 
freshman; 

— Robert  C.  Lewis  award  for  proficiency  in  bio- 
chemistry, Jose  A.  Spencer,  Presidio,  Texas; 

— James  J.  Waring  award  of  Nu  Sigma  Nu  for 
diligent  scholarship  and  devotion  to  duty  in  the  field 
of  internal  medicine,  Richard  D.  Mountain,  Miles 
City,  Montana,  junior;  Mountain  won  the  Roche 
award  in  1974-75; 

— Richard  M.  Mulligan  award  for  proficiency  in 

pathology  for  1974-75,  Aaron  D.  Long,  Denver,  junior; 

— Edward  R.  Mugrage  award  for  proficiency  and 
sustained  interest  in  clinical  pathology,  Miece  D. 

Caltrider,  Colorado  Springs,  Colorado,  junior; 

— Robert  H.  Felix  award  for  best  thesis  in  connec- 
tion with  freshman  work,  James  H.  French,  En- 
cinitas, California,  and  Suzanne  E.  Mahan,  Pueblo, 

Colorado; 

— Franklin  P.  Gengenbach  award  for  outstanding 
performance  in  pediatrics,  David  E.  Zimmerman, 
Aurora,  junior; 

— Gold  Reflex  Hammer  award  for  scholastic  ex- 
cellence in  neurology  for  1974-75,  Jan  P.  Goldberg, 
Denver  senior; 

— Richard  Whitehead  award  of  Phi  Pho  Sigma  for 
superior  performance  in  pharmacology,  Michael  A. 
Ruder,  Aurora,  Colorado,  sophomore; 

— Alton  R.  Christensen  Scholarship,  William  K. 
Ward,  Denver,  sophomore. 


for  1976 


227 


Coloradans  named  to  ACP  Posts 

Two  Colorado  doctors  have  been  named  to 
positions  with  the  American  College  of  Physicians. 
Robert  V.  Elliott,  MD,  Denver  physician,  was  elected 
for  a one-year  term  as  ACP  Governnor  for  the  State  of 
Colorado,  and  Edward  S.  Miller,  MD,  also  of  Denver 
was  elected  a governor-elect,  and  in  April  1977  he  will 
take  office  as  Governor  for  the  State  of  Colorado  for  a 
four-year  term. 

University  of  Denver  Medical  Studies  Funded 

Grants  totaling  $63,000  have  been  made  to  two 
University  of  Denver  assistant  professors  of  chemistry 
of  the  Department  of  Chemistry  by  the  National  In- 
stitute of  Health  for  research  projects  aimed  at  in- 
creasing understanding  of  cells,  and  thus  of  cellular 
diseases,  such  as  cancer. 

Erick  Wickstrom,  PhD,  was  awarded  $23,000  for 
the  first  year  of  a two-year  study  of  “Oligonucleotide 
Binding  Specificity  of  E coli  Initiation  Factor,” 
relating  to  protein  cellular  development.  Sheldon 
York,  PhD,  was  awarded  $40,000*for  the  first  year  of  a 
three-year  study  of  “Changes  in  Lac  Repressor  Struc- 
ture During  DNA  Binding,”  relating  to  regulation  of 
genetic  characteristics  by  proteins. 

Colorado  ACP  Fellows  Named 

Seven  Colorado  physicians  have  been  named  Fel- 
lows of  the  American  College  of  Surgeons.  They  are  as 
follows:  Alan  L.  Snyder,  MD,  Boulder;  Ronald  J. 
Payne,  MD,  and  Dilworth  P.  Sellers,  MD,  Colorado 
Springs;  Martin  J.  Rubinowitz,  MD,  Denver;  Michael 
D.  Iseman,  MD,  Englewood;  Patrick  G.  Moran,  MD, 
Grand  Junction;  and  Thomas  J.  Chamberlain,  MD, 
Montrose.  They  are  among  314  physicians  so  honored 
by  the  College’s  Board  of  Regents  recently  meeting  in 
Philadelphia. 
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Boulder  Internist  Honored 

John  F.  Farrington,  MD,  of  Boulder,  Assistant 
Clinical  Professor  of  Medicine  at  the  University  of 
Colorado  School  of  Medicine,  and  a former  chief  of 
staff  at  Boulder  Community  Hospital,  was  elected 
Secretary  Treasurer  of  the  American  Society  of  Inter- 
nal Medicine  during  the  Annual  meeting  of  the 
national  organization  in  Atlanta,  Georgia  in  early 
May. 

Doctor  Farrington  has  been  a member  of  the 
Board  of  Trustees  of  the  organization  since  1973, 
served  as  president  of  the  Colorado  Society  of  Inter- 
nal Medicine  from  1970-71,  and  is  currently  chairman 
of  the  Peer  Review  Council  of  ASIM. 

Pediatrician  Honored 

Henry  K.  Silver,  MD,  professor  of  pediatrics  at  the 
University  of  Colorado  School  of  Medicine,  was  pre- 
sented with  an  engraved  plaque  by  the  Colorado 


Chapter  of  the  American  Academy  of  Pediatrics  at  a 
recent  dinner  and  awards  ceremony  in  Denver.  Doc- 
tor Silver  was  honored  in  particular  for  his  innovative 
work  with  nurse  practitioners,  child  health  associates, 
and  school  nurse  practitioner  programs. 

Talmage  Elected  to  Academy 

David  W.  Talmage,  MD,  director  of  the  Webb- 
Waring  Lung  Institute  at  the  University  of  Colorado 
Medical  Center,  and  professor  of  medicine  and  mi- 
crobiology at  the  UCMC,  has  been  elected  a member 
of  the  National  Academy  of  Sciences. 

Born  in  Korea  in  1919,  Dr.  Talmage  received  his 
MD  degree  and  hospital  training  from  Washington 
llniversity  and  Barnes  Hospital,  St.  Louis,  Missouri. 
He  headed  the  allergy  division  at  the  University  of 
Chicago  from  1952  to  1959  and  at  the  University  of 
Colorado  from  1959  to  1963.  At  the  UCMC  he  has 
chaired  the  Department  of  Microbiology,  served  as 
associate  dean  for  academic  affairs,  and  dean  of  the 
medical  school.  He  returned  to  full-time  research  and 
teaching  in  1971. 

Dr.  Talmage  is  a fellow  of  the  American  Academy 
of  Arts  and  Sci-ences,  and  edited  The  Journal  of  Al- 
lergy and  Clinical  Immunology,  and  is  a member  of 
the  editorial  board  of  The  Journal  of  Immunology. 

Achievement  Award  to  Marion  Downs 

Mrs.  Marion  P.  Downs,  an  associate  professor  of 
otolaryngology.  University  of  Colorado  School  of 
Medicine,  has  received  the  outstanding  achievement 
award  from  her  alma  mater,  the  University  of 
Minnesota.  The  award,  presented  during  commence- 
ment ceremonies  at  the  University  of  Minnesota 
Medical  School,  cited  Mrs.  Downs  as  an  “.  . . ad- 
vocate of  the  need  for  early  detection  of  hearing  loss  in 
children  to  minimize  the  handicap  through 
rehabilitation,  a pioneering  researcher  who  devised  a 
hearing  test  for  newborns,  an  internationally  known 
teacher.  . .” 

Mrs.  Downs,  who  received  her  masters  in 
audiology  and  speech  pathology  from  the  University 
of  Denver,  has  been  at  the  CU  medical  school  since 
1959.  In  addition  to  being  an  associate  professor,  she 
is  director  of  clinical  audiology  and  is  a charter 
member,  organizer  and  twice  past  president  of  the 
Colorado  Speech  and  Hearing  Society  and  the  Inter- 
national Audiology  Society. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 

A recently  updated  bibliography  on  medical  prac- 
tice management,  including  several  titles  on  incorpo- 
ration, can  be  obtained  at  the  Reference  Desk.  A copy 
of  a recent  National  Library  of  Medicine  literature 
search  on  computerized  axial  tomography  is  also 
available. 

Antimicrobial  Drug  Therapy:  Abraham  Braude.  Philadelphia, 
Saunders,  1976.  218  p.  (Major  problems  in  internal  medicine,  vol.  8) 
Aspects  of  Neuro-Ophthalmology:  S.  I.  Davidson,  ed.  London, 
Butterworths,  1974.  182  p.  $26.20. 

The  Battered  Child  Syndrome:  Selwyn  M.  Smith.  Boston, 
Butterworths,  1975.  292  p.  $11.50. 

Burns  of  the  Upper  Extremity:  Roger  E.  Salisbury  and  B.  A. 
Pruitt.  Philadelphia,  Saunders,  1976.  180  p.  (Major  problems  in 
clinical  surgery,  vol.  19) 

Childhood  Obesity:  Platon  J.  Collipp,  ed.  Acton,  Massachusetts, 
Publishing  Sciences  Group,  Inc.,  1975.  160  p.  $16.00. 

Clinical  Problems  With  Drugs:  Leighton  E.  Cluff.  Philadelphia, 
Saunders,  1975.  ,308  p.  (Major  problems  in  internal  medicine,  vol.  5) 
Drugs  and  Cerebral  Function:  W.  Lynn  Smith,  ed.  Springfield, 
111.,  Thomas,  1970.  288  p.  Gift. 

Drugs,  Development  and  Cerebral  Function:  W.  Lynn  Smith,  ed. 
Springfield,  111,,  Thomas,  1972.  404  p.  Gift. 

The  Future  as  an  Academic  Discipline:  Symposium  on  the  Future 
as  an  Academic  Discipline.  New  York,  Elsevier,  1975.  232  p.  (Ciba 
Foundation  Symposium,  36)  Gift. 

Genetics  of  Man:  F.  Clarke  Fraser.  Philadelphia,  Lea  and  Febiger, 
1975.  270  p,  $14.50. 

Hemispheric  Disconnection  and  Cerebral  Function:  M.  Kins- 
bourne  and  W.  Lynn  Smith,  ed.  Springfield,  111.,  Thomas,  1974. 
300  p..  Gift. 

Immunologic  Aspects  of  Anesthetic  and  Surgical  Practice:  Alix 
Matthieu  and  Barry  D.  Kahan,  ed.  New  York,  Grune  and  Stratton, 

1975.  400  p.  $27. ,50. 

Management  of  Sensorineural  Deafness:  Andrew  Morrison. 
Boston,  Butterworths,  1975.  294  p.  $29.95. 

The  Normal  Lung:  John  F.  Murray.  Philadelphia,  Saunders,  1976. 
$14.00. 

Pernicious  Anemia:  Lawrence  Kass.  Philadelphia,  Saunders,  1976. 
247  p.  (Major  problems  in  internal  medicine,  vol.  7) 

The  Pleasure  Bond;  A New  Look  At  Sexuality  and  Commitment: 
William  H.  Masters  and  Virginia  E.  Johnson.  Boston,  Little,  Brown, 
1974.  268  p.  $4.95. 

Procedures  in  Vascular  Surgery:  Chilton  Crane  and  Richard 
Warren,  2nd  ed.  Boston,  Little,  Brown,  1976.  206  p.  $18.50. 
Ritual:  Theodor  Reik.  New  York,  International  Universities  Press, 

1976.  367  p.  .$4.25. 


Salivary  Glands  in  Health  and  Disease:  D.  K.  Mason. 
Philadelphia,  Saunders,  1975.  320  p.  $32.50. 

Stuttering  Solved:  Martin  F.  Schwartz.  Philadelphia,  Lippincott, 
1976.  186  p.  Review.  $7.95. 

Surgery  of  the  Anus,  Rectum  and  Colon:  John  C.  Goligher.  3rd  ed. 
Springfield,  111.,  Thomas,  1976.  1164  p.  $80.75. 

Synopsis  of  Surgery:  Richard  D.  Liechty  and  R,  T,  Soper.  3rd  ed. 
St.  Louis,  Mosby,  1976.  1159  p,  $16.50. 

Systemic  Lupus  Erythematosus:  James  F.  Fries.  Philadelphia, 
Saunders,  1975.  199  p,  (Major  problems  in  internal  medicine,  vol.  6) 

Book  Review 

Against  our  Will:  Men,  Women,  and  Rape:  by 

Susan  Brownmiller.  New  York,  Simon  & Schuster, 
1975,  472  p.  $10.95. 

The  author,  a Cornell  graduate  with  a major  in 
psychology  and  a minor  in  journalism,  has  produced  a 
tome  which  deserves  the  attention  of  every  medical 
person  (please  note  that  I do  not  say  medical  man,  for 
Ms.  Brownmiller  is  an  active  and  prominent 
Feminist).  Only  a trained  journalist,  and  an  ex- 
perienced one,  could  have  collected  the  official  data 
on  the  behavior  of  American  troops  in  Vietnam,  of 
which  the  My  Lai  incident  is  only  an  example.  She 
publishes  data  of  which  everybody  but  the  American 
public  seems  to  have  been  quite  aware. 

Her  “Acknowledgments”  — pages  405- 
07 — contain,  “The  month  I camped  out  at  the  A.  A. 
Brill  Collection  of  the  New  York  Psychoanalytic  In- 
stitute gave  me  access  to  the  best  collection  of  Freu- 
dian literature  in  the  nation,  and  a chance  to  read  it 
in  a most  pleasant  setting.”  From  this  study  she 
arrived  at  a negative  evaluation  of  Freud  and 
Freudianism.  Of  Helene  Deutsch,  “a  prodigious  in- 
tellect and  a powerful  personality”,  she  writes  she 
“becomes  a traitor  to  her  sex.”  p.  315.  Of  “the 
courageous  Karen  Homey”,  (“Dr.  Karen  Homey 
cared  little  for  Dr.  Deutsch,  and  Dr.  Deutsch  cared 
little  for  Dr.  Homey”  p.  320)  she  writes  more  happily, 
pp.  321-22. 

The  author’s  solution  is  feminism. 

“Rape  can  be  eradicated,  not  merely  controlled  or 
avoided  on  an  individual  basis,  but  the  approach 
must  be  long-range  and  co-operative,  and  must  have 
the  understanding  and  good  will  of  many  men  as  well 
as  women.  My  purpose  in  this  book  has  been  to  give 
rape  its  history.  Now  we  must  deny  it  a future.” 

Horace  G.  Campbell,  MD 
Denver,  Colorado 


Delaware  Literary  Institute,  Franklin. 
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Colorado 


Claude  D.  Bonham,  MD 
83rd  President 
Colorado  Medical  Society 

Doctor  Claude  D.  Bon- 
ham, president  of  the  Colo- 
rado Medical  Society  in 
1953-54,  died  Sunday,  May 
9,  1976  in  Topeka,  Kansas 
after  a brief  illness.  Born 
in  King  City,  Missouri,  No- 
vember 12,  1900,  and  edu- 
cated in  the  public  schools 
of  that  city,  he  received  a 
B.A.  degree  from  the  University  of  Missouri  in  1922. 
He  received  a M.A.  from  the  University  of  Colorado  in 
1925,  and  his  M.D.  from  that  same  institution  in 
1927.  He  was  a member  of  the  Sigma  Xi  scientific 
fraternity  and  the  Alpha  Kappa  Kappa  medical 
fraternity. 

He  interned  and  served  a residency  at  Colorado 
General  Hospital.  He  practiced  in  Boulder,  Colorado 
from  1928  until  1953,  save  for  the  period  he  spent  as  a 
Major  in  the  Army  Medical  Corps  during  World  War 
II.  He  saw  duty  in  North  Africa,  Sicily,  and  Italy, 
served  on  the  5th  Army  Advisory  Commission,  and 
was  awarded  the  Bronze  Star.  In  1954  he  moved  his 
Ob-Gyn  practice  to  Denver,  where  he  remained  until 
1969  when  he  became  an  advisor  to  the  Kansas  Blue 
Cross-Blue  Shield  in  Topeka,  Kansas. 

Doctor  Bonham  contributed  substantially  to 
organized  medicine  throughout  his  professional 
career.  He  was  a member  of  the  Colorado  Medical 
Society  from  1928  to  1969.  He  was  active  in  many 
committees  at  the  county  and  state  level  and  was 
elected  to  the  CMS  Board  of  Trustees  in  1940-42,  and 
again  in  1947-51.  He  was  vice  president  of  the  Society 
1951-52,  president-elect  1952-53,  and  president  1953- 
54. 

He  was  active  in  the  American  Cancer  Society,  be- 
ing a trustee  to  that  organization  in  1939-42  and  1947- 
69.  During  much  of  this  time  he  served  on  the  ex- 
ecutive committee,  and  was  president  of  the  Colorado 
Division  of  the  American  Cancer  Society  from  1949  to 
1951.  He  was  a fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Colorado  chapter  of 
that  organization.  He  was  a founding  member  of  the 
Southwest  Surgical  Congress,  remaining  active  in 
that  group  from  1951  to  1969.  He  was  a member  of  the 
Colorado  Gynecological  and  Obstetrical  Society. 

Doctor  Bonham  was  a staff  member  of  the  Boulder 
Community  Hospital,  serving  as  chief  of  staff  in  1933- 
34  and  again  1946-47.  He  was  a member  of  the 
attending  staff  at  Colorado  General  and  Colorado 
Psychopathic  hospitals  from  1946  to  1965.  He  was  a 
staff  member  of  the  Boulder  Sanitarium  1954-69.  He 


was  on  the  staff  at  St.  Luke’s  Hospital,  Denver,  1954- 
69,  where  he  was  vice-chairman  of  the  Department  of 
Obstetrics  and  Gynecology,  1958-69.  He  held  staff 
memberships  at  both  Presbyterian  Medical  Center 
and  Mercy  Hospital  in  Denver. 

He  was  a Mason  and  member  of  the  Kiwanis  Club, 
serving  as  president  of  the  Boulder  chapter  in  1934. 
He  was  an  accomplished  private  airplane  pilot  and 
was  a member  of  this  Aircraft  Owners  and  Pilots 
Association. 

In  1925  he  was  married  to  Cecil  B.  Kellett.  They 
had  one  son,  Robert  Duane  and  were  divorced  in  1952. 
He  was  married  to  Ruby  Williamson  in  Fort  Collins, 
Colorado  on  November  28,  1953,  and  she  survives  him 
as  does  his  son  Robert  who  resides  in  Tulsa,  and  three 
grandchildren. 


John  Earl  Gardell,  MD,  a native  Denverite,  died 
Friday,  April  14,  1976,  in  Bloomfield,  Michigan, 
where  he  recently  moved.  Born  August  20,  1910  in 
Denver,  he  received  his  BA  degree  from  the  Univer- 
sity of  Denver  in  1940,  then  his  MD  from  the  Univer- 
sity of  Colorado  in  1943. 

He  interned  at  the  Hospital  for  Joint  Diseases  in 
New  York  City.  He  then  entered  an  orthopedic  resi- 
dency program  at  Denver’s  Children’s  Hospital.  A 
year  later  he  was  called  to  military  duty  in  the  Army, 
and  spent  two  years  at  Walter  Reed  Army  General 
Hospital  in  Washington,  D.C.  Following  his  Army 
service  he  completed  his  orthopedic  training  at  the 
Denver  Veterans  Administration  Hospital.  He  prac- 
ticed orthopedics  in  Denver  until  very  recently  when 
he  moved  to  Bloomfield,  Michigan. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  societies  and  of  the  American  Medical  Asso- 
ciation. He  belonged  to  the  Colorado  Orthopedic  So- 
ciety and  to  the  Western  Orthopedic  Society.  He  was 
a member  of  the  staffs  of  both  Children’s  and  St. 
Joseph  hospitals.  He  was  a member  of  the  Gates  Med- 
ical Group  and  the  Railroad  Physicians  Medical  So- 
ciety. 

Doctor  Gardell  was  married  to  Betty  McConaty  in 
Denver  in  1943.  Mrs.  Gardell  survives  as  do  four 
daughters,  Cecily  Kittleson,  Cynthia  Wall,  and 
Kathleen  Gardell,  all  of  Denver,  and  Claire  Dilts  of 
San  Diego,  California,  and  a son  James  L.  Gardell  of 
Denver.  Two  brothers,  Robert  of  Springfield,  Vir- 
ginia and  Clifford  of  Denver,  and  a sister,  Irene  Hen- 
derson of  Denver,  also  survive  as  do  six  grandchil- 
dren. 


Kenneth  E.  Prescott,  MD,  Grand  Junction,  Colo- 
rado, died  in  Belen,  New  Mexico  on  March  14,  1976. 
He  had  practiced  in  Grand  Junction  from  1946  until 
he  retired  to  Belen  in  1971. 

Born  in  Glen  Flora,  Wisconsin,  April  1,  1897,  he 
received  his  medical  degree  from  the  University  of 
Nebraska  in  1928.  After  an  internship  served  at  St. 
Luke’s  Hospital,  Chicago,  he  opened  an  office  for 
general  practice  in  Long  Pine,  Nebraska  where  he 
remained  until  he  joined  the  armed  forces  in  1941.  He 
served  with  the  U.S.  Army  in  England  during  World 
War  II,  being  discharged  with  the  rank  of  Major.  Fol- 
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lowing  his  army  service  he  opened  an  office  in  Grand 
Junction  where  he  practiced  until  he  retired  to  Helen 
in  1971. 

Doctor  Prescott  was  a member  of  the  Mesa  County 
and  Colorado  Medical  societies,  and  of  the  American 
Medical  Association.  He  belonged  to  the  American 
Academy  of  General  Practice,  the  Association  of  Mili- 
tary Surgeons,  and  the  Association  of  American  Phy- 
sicians and  Surgeons.  He  was  a member  of  the  Colo- 
rado State  Board  of  Health,  and  of  the  St.  Mary’s 
Hospital  staff  at  Grand  Junction. 

Doctor  Prescott  belonged  to  the  Lions  Club,  the 
Chamber  of  Commerce,  the  Veterans  of  Foreign 
Wars,  and  the  Methodist  Church. 

In  1931  he  was  married  to  Mildred  Frederik  who 
survives,  as  do  a daughter,  Maxine  I.  Toren;  a son, 
William  E.  Prescott,  MD,  Grand  Junction,  and  two 
brothers,  Ronald  E.  Prescott,  Long  Beach,  Califor- 
nia, and  Gerald  R.  Prescott,  Tampa,  Florida. 


Thomas  R.  Thorn,  MD,  of  Arvada,  Colorado, 
died  Tuesday,  April  13  in  Wheat  Ridge,  Colorado  at 
the  age  of  73.  Doctor  Thorn  was  born  February  27, 
1903  in  Monette,  Arkansas.  He  attended  what  was 
formerly  known  as  the  Missouri  College  of  Physicians 
and  Surgeons  in  St.  Louis,  now  the  Washington  Uni- 
versity Medical  Center. 

He  took  postgraduate  training  at  Washington  Uni- 
versity, Cook  County  Graduate  School,  the  College  of 
Medical  Evangelist,  Columbia  University,  and  the 
University  of  Colorado  School  of  Medicine. 

In  1926  Doctor  Thorn  came  to  Colorado,  and  prac- 
ticed in  association  with  a group  of  Denver  surgeons. 
In  1931  he  moved  to  then  rural  Arvada  where  he  prac- 
ticed since  then.  He  was  on  the  staff  at  Lutheran  Hos- 
pital, and  was  an  emeritus  staff  member  of  the  staff  of 
St.  Anthony’s  Hospital. 

Docotor  Thorn  was  a charter  member  of  the  Clear 
Creek  Valley  Medical  Society,  which  he  served  as 
president  1945-46,  and  served  almost  continually  on 
various  society  committees.  In  addition  Doctor  Thorn 
was  a member  of  the  Colorado  Medical  Society  and  of 
the  American  Medical  Association.  He  was  also  a 
member  of  the  American  Academy  of  Family  Prac- 
tice and  of  the  American  Geriatric  Society. 

He  was  also  a member  of  the  El  Jebel  Shrine, 
Colorado  Consistory  1,  Highlands  Commandery  .50, 
Jefferson  Council  24,  Royal  Arch  Chapter  5,  and  Ar- 
vada Lodge  141. 

Survivors  include  his  widow,  Evelyn,  to  whom  he 
was  married  in  Denver  in  1928;  three  daughters.  Mrs. 
Pat  Gibson,  Delta,  Colorado;  Mrs.  Marlene  McWil- 
liams, Arvada,  Colorado;  and  Mrs.  Barbara  Parvin, 
Tulsa,  Oklahoma;  a sister,  Mrs.  Alice  Hixson.  Tulsa, 
Oklahoma;  and  seven  grandchildren. 


Guy  W.  Larimer,  MD,  a long-time  Salida,  Colo- 
rado physician,  died  Friday,  March  12,  1976  in  Colo- 
rado Springs  where  he  had  resided  for  the  past  two 
years,  he  was  94  years  of  age  at  the  time  of  his  death, 
having  been  born  September  24,  1880  in  Chariton. 
Iowa. 


He  received  his  BA  degree  from  Northwestern 
University  in  Evanston,  Illinois  in  1901,  and  his  MD 
from  the  same  institution  in  1905.  He  was  elected  to 
the  A.O.A.  honorary  medical  fraternity  at  graduation. 
After  an  internship  at  Cook  County  Hospital  he 
opened  a practice  in  his  home  town  of  Chariton  where 
he  remained  for  little  over  a year  when  he  was  offered 
a position  on  the  staff  of  the  Rio  Grande  Hospital  at 
Salida.  He  moved  to  Salida  in  1908  and  remained 
there  in  active  practice  until  he  retired  in  1946  at  the 
age  of  66  years. 

His  primary  interest  was  industrial  surgery  with 
emphasis  on  fractures.  Throughout  his  professional 
life  he  was  interested  in  young  people  and  in  ath- 
letics. He  served  as  team  physician,  without  pay,  for 
the  Salida  High  School  for  25  years.  He  served  for  36 
years  as  a member  of  the  school  board  and  during  27 
of  those  years  he  was  board  president.  His 
recreational  interest  ran  towards  hunting  and  fishing. 

He  belonged  to  the  Colorado  Medical  Society,  the 
American  Medical  Association,  the  Masonic  Lodge, 
and  Rotary  Club,  and  the  Methodist  Church. 

He  was  married  to  Emily  Wiles  Craig  of  Salida  in 
1910.  They  had  one  son,  Craig  W.  Larimer,  MD,  of 
Colorado  Springs,  who  survives  the  doctor. 


Kemp  G.  Cooper,  MD,  prominent  in  the  otorhi- 
nolaryngology circles  of  the  area,  died  Sunday,  May 
23,  1976  in  Denver  at  the  age  of  74.  Born  in  Denver, 
May  4,  1902,  he  was  educated  in  the  regional 
parochial  and  public  schools. 

He  received  his  BA  degree  from  the  University  of 
Colorado  in  1924,  and  his  MD  from  Harvard  Univer- 
sity in  1927.  Following  an  internship  at  Harper  Hos- 
pital, Detroit,  Michigan,  he  enrolled  at  the  Massa- 
chusetts Eye  and  Ear  Infirmary  for  training  in  otolar- 
yngology. 

After  two  years  in  that  institution  he  returned  to 
Denver  and  continued  his  graduate  otolaryngologyi- 
cal  training  at  the  University  of  Colorado  Medical 
Center  until  1936.  He  entered  the  practice  of  otolar- 
yngology with  his  father.  Dr.  Claude  E.  Cooper,  in 
Denver  about  1930. 

He  was  certified  by  the  American  Board  of  Oto- 
laryngology in  1933.  He  held  the  academic  rank  of  As- 
sistant Clinical  Professor  of  Otolaryngology  at  the 
University  of  Colorado.  He  was  a member  of  the  Den- 
ver and  Colorado  Medical  Societies,  and  of  the 
A.M.A.  He  was  a Fellow  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  and  a member  of 
the  American  Society  of  E.N.T.  Allergists.  He  was  a 
diplomate  of  the  National  Board  of  Medical  Exam- 
iners. 

He  was  married  to  Winifred  A.  Bucher,  May  27, 
1944.  She  died  in  1967.  He  is  survived  by  two  sons, 
George  Ryan  Cooper  and  Kemp  G.  Jr.,  who  reside  in 
Denver,  and  two  daughters,  Mrs.  Margaret  Ann  Cur- 
ran, Lakewood,  Colorado,  and  Winifred  Jean  Cooper 
of  Denver. 
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University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

DISEASES  OF  THE  KIDNEY,  ELECTROLYTE, 
METABOLISM  AND  HYPERTENSION 

The  Given  Institute  of  Pathology 
Aspen,  Colorado 

July  12-16,  1976 


12TH  ANNUAL  COURSE  IN  INTERNAL 
MEDICINE 

The  Longhouse,  YMCA  Conference  Center 
Estes  Park,  Colorado 

July  19-23,  1976 


PERINATAL  MEDICINE 

Snowmass-at-Aspen 
Aspen,  Colorado 

August  9-13,  1976 


ETHICAL  AND  LEGAL  PROBLEMS  IN 
PATIENT  CARE 

University  of  Colorado  School  of  Medicine 
Denver,  Colorado 

August  26-27,  1976 

Contact;  Office  of  Postgraduate  Medical  Educa- 
tion, 4200  East  9th  Avenue,  Denver,  Colorado  80220. 


American  Academy  of  Family  Physicians, 

New  Mexico  Chapter 

19TH  ANNUAL  RUIDOSO  SUMMER  CLINIC 

Inn  of  the  Mountain  Gods, 

Mescalero,  New  Mexico  88340 

July  19-22,  1976 

Contact:  Bob  Reid,  MD,  P.O.  Box  456,  Sunland 
Park,  New  Mexico  88063. 


19TH  ANNUAL  COURSE  IN  PEDIATRICS 

The  Given  Institute  of  Pathology 
Aspen,  Colorado 

July  25-28,  1976 


PEDIATRIC  DERMATOLOGY 

The  Given  Institute  of  Pathohiology 
Aspen,  Colorado 

July  29-31,  1976 


PATHOLOGY  IN  PEDIATRICS 

The  Given  Institute  of  Pathohiology 
Aspen,  Colorado 

July  31-August  4,  1976 


PATHOLOGY  IN  GYNECOLOGY  AND 
OBSTETRICS 

The  Given  Institute  of  Pathology 
Aspen,  Colorado 

August  4-8,  1976 


Colorado  Psychiatric  Society 
MIDSUMMER  MEETINGS 
The  Pomegranate,  Aspen,  Colorado 
July  22-25,  1976 

Contact:  Jeanette  Currier,  1555  East  Lake  Place, 
Littleton,  Colorado  80121,  or  call:  (303)  798-5966. 


American  Academy  of  Clinical  Toxicology 
1976  ANNUAL  MEETING 
Olympic  Hotel,  Seattle,  Washington 
August  4-6,  1976 

Contact;  Barry  Rumack,  MD,  Rocky  Mountain 
Poison  Center,  West  8th  Ave.  and  Cherokee  St.,  Den- 
ver, Colorado  80204. 


Beth  Israel  Hospital 

3RD  ANNUAL  MUSHROOM  CONFERENCE 
Hotel  Jerome,  Aspen,  Colorado 
August  8-13,  1976 

Contact;  Aspen  Mushroom  Conference,  1818  Gay- 
lord St.,  Denver,  Colordo  80206  or  call:  (303)  320-5333. 
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American  Society  for  Surgery  of  the  Hand 

INTERNATIONAL  HAND  SURGERY 
SYMPOSIUM 

The  Mark,  Vail,  Colorado 

August  9-13,  1976 

Contact:  John  A.  Boswick,  Jr.,  MD,  4200  East  9th 
Avenue,  # C309,  Denver,  Colorado,  80220,  or  call: 
(303)  394-8718. 


The  Children’s  Hospital 
PLANNED  PARENTING 
Keystone,  Colorado 
August  19-21,  1976 

Contact:  L.  Joseph  Butterfield,  MD,  The  Chil- 
dren’s Hospital,  1056  East  19th  Avenue,  Denver, 
Colorado  80218. 

WHAT’S  NEW  IN  INFECTIOUS  DISEASE 

Tammen  Auditorium,  The  Children’s  Hospital, 
Denver 

September  10,  1976,  12  noon  to  4 p.m. 


THE  TEAM  APPROACH  TO  THE  CARE  OF 
BURNS  IN  CHILDREN 

Boettcher  Auditorium,  The  Children’s  Hospital, 
Denver 

October  8,  1976,  8 a.m.  to  4 p.m. 


PEDIATRIC  CRITICAL  CARE 

Century  Room,  Cosmopolitan  Hotel,  Denver 

November  19-20,  1976 


American  College  of  Cardiology 

TUTORIALS  IN  THE  TETONS: 

CARDIAC  EMERGENCIES 

Jackson  Lake  Lodge,  Grand  Teton  National  Park, 
Moran,  Wyoming 

August  28-30,  1976 


Colorado  Trudeau  Society 
24TH  J.  J.  WARING  CHEST  CONFERENCE 
Swiss  Village,  Estes  Park,  Colorado 
August  29-30,  1976 

Contact:  Ron  Engler,  American  Lung  Association 
of  Colorado,  1600  Race  Street,  Denver,  Colorado 
80206,  or  call:  (303)  388-4327. 


International  Union  Against  Cancer 

THIRD  UICC  TRAINING  COURSE  IN  CANCER 
RESEARCH 

Chester  Beatty  Research  Institute 

Fulham  Road,  London  SW3  6JJ,  United  Kingdom 

September  5-18,  1976 

Contact:  Dr.  D.  M.  Taylor,  Institute  of  Cancer 
Research,  Sutton,  Surrey  SM2  5PX,  United  Kingdom 


American  College  of  Physicians, 
Montana-Wyoming  Chapter 

ANNUAL  MEETING 

Heritage  Inn,  Great  Falls,  Montana 

September  10-11,  1976 

Contact:  J.  John  Allaire,  MD,  1220  Central  Ave., 
Great  Falls,  Montana  59401 


American  Cancer  Society- 
National  Cancer  Institute 

NATIONAL  CONFERENCE  ON  CANCER 
RESEARCH  AND  CLINICAL  INVESTIGATION 

The  Chase-Park  Plaza  Hotel,  St.  Louis,  Missouri 

September  20-22,  1976 

Contact:  Sidney  L.  Arje,  MD,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York 
10017 


Montrose  Memorial  Hospital 
MONTROSE  FALL  CLINICS 
October  1-2,  1976 

Contact:  N.  Robert  Brethouwer,  D.O.,  700  Main 
Street,  Montrose,  Colorado  81401 


Montana  Medical  Association 
98TH  ANNUAL  MEETING 
Heritage  Inn,  Billings,  Montana 
October  7-9,  1976 
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I Testing  in  Humans: 
Who, Where  & When. 


ie  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
s and  safety  of  any  therapeutic  agent 
device  must  be  determined  through 
lical  research. 

But  now  the  practice  of  clinical  re- 
rch  is  under  appraisal  by  Congress,  the 
ss  and  the  general  public.  Who  shall 
ninister  it.^  On  whom  are  the  products 
e tested?  Under  what  circumstances? 
d how  shall  results  be  evaluated  and 
lized? 

The  Pharmaceutical  Manufacturers 
iociation  represents  firms  that  are  sig- 
cantly  engaged  in  the  discovery  and 
clopment  of  new  medicines,  medical 
ices  and  diagnostic  products.  Clinical 
earch  is  essential  to  their  eftorts.  Con- 
uently,  PMA  formulated  positions 
ich  it  submitted  on  July  1 1,  1975,  to 
Subcommittee  on  Health  od  the  Sen- 
Labor  and  Public  Welhire  Committee, 
ts  official  policy  recommendations, 
re  are  the  essentials  ol  PMA's  current 
iking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
sion  of  the  National  Commission  for 
Protection  of  Human  Subjects  of 
medical  and  Behavioral  Research  and 
rs  to  establish  a special  committee 
iposed  of  experts  of  appropriate 
iplines  familiar  with  the  industry’s 
arch  methodology  to  volunteer  its 
/ice  to  the  Commission. 

t.PMA  supports  the  formation  of  an 
pendent,  expert,  broadly  based  and 
resentative  panel  to  assess  the  current 
eol  drug  innovation  and  the  impact 
'll  it  of  existiiii 
cedures. 

J. When  FDA  proposes  regulations, 
lould  prepare  and  publish  in  the  Fed- 

Register  .1  detailed  statement  assess- 
the  impact  of  those  regulations  on 
g and  dei'ice  innovation. 

4*  PM  A proposes  that  an  appropri- 
y qualified  medical  organization  be 
Duraged  to  undertake  a coniprehen- 
study  of  the  optimum  roles  and 
'onsibilities  of  the  sponsor  and  physi- 
1 when  company-sponsored  clinical 
arch  is  performed  by  independent 
ical  investigators. 


II 


laws,  regulations  and 


5*  PMA  recognizes  that  the  physician- 
investigator  has.  and  should  have,  the 
ultimate  responsibility  lor  deciding  the 
substance  and  form  of  the  mtormed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  ol  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1 ) a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  ol  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

Cl.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  lull 
compliance  with  ,ill  procedures  intended 
to  protect  employee  volunteers  rights. 

10  • Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  proc'ided  in  codes  ol  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

IZ  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures lor  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new'  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  b\'  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Follow'ing  a review'  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
w'here  appropriate,  w'ould  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  for»/al  FDA  approval  should  be  re- 
cyuired  at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  lor  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  w'ell  as  the  public  at  large 
should  be  made  aware  of  these  1-3  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  goc'ernment  to  encourage  crea- 
tive and  w'ork.dTle  responses  to  issues 
involved  in  the  c linical  investigation  of 
new  products. 

Pharmaceutical  Manufiicturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


WANT  ADS 


COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive 
remuneration;  flexible  scheduling.  Contact;  Drs.  Cooper  or  Spurgeon 
toll-free:  800-325-3982.  1275-1-TFB 


OFFICE  SPACE  available  in  growth  area  of  SW  Lakewood.  1,600  or 
3,000  sq.  ft.  Excellent  opportunity  for  GP  or  medical  specialist.  2 
GPs  and  1 dentist  in  building  at  present.  Write:  Joseph  A.  Leonard, 
MD,  9.393  West  Alameda  Avenue,  Lakewood,  Colorado  80226  or  call: 
(303)  237-2767.  576-7-2B 


DOCTOR:  Combine  a salaried  medical  position  with  an  FFS  prac- 
tice. We  are  members  of  a NYSE  company  and  can  offer  you  the 
unique  combination  of  a guaranteed  compensation  package  while 
you  pursue  your  own  practice,  in  some  of  the  most  desirable  living 
areas  in  the  West  and  Midwest — Newport  Beach,  Denver,  Salt  Lake, 
Las  Vegas  and  Spokane.  For  the  complete  story  send  your  CV  to  the 
address  below,  or  call  toll-free  800-854-3020  or  in  California  call 
collect:  (714)  645-4310.  George  Danyla,  Advanced  Health  Systems, 
881  Dover*  Drive,  Newport  Beach,  California  92663.  An  equal  oppor- 
tunity employer  m/f.  576-12-4B 


OFFICE  SPACE  AVAILABLE— Clermont  Medical-Dental 
Building,  800  Clermont,  Denver.  First  two  months  rent  free.  Near 
hospitals.  Will  decorate  to  suit  your  needs.  Call:  (303)  466-0421  or 
466-9708.  576-14-2B 


ORTHOPEDIC  SURGEON  AND  UROLOGIST,  board  eligible  or 
certified,  wanted  for  twelve  man  muti-specialty  clinic  in  western 
Colorado.  Contact:  G.  Thomas  Morton,  MD,  1905  Blake  Avenue, 
Glenwood  Springs,  Colorado  81601,  or  (iall:  (303)  945-5441. 

576-8-2B 


POSITIONS  AVAILABLE  FOR  GENERAL  INTERNISTS,  GPs 
OR  CARDIOLOGISTS.  Board-certified  or  Board-eligible 
preferred.  Beginning  salary  from  $30,000-$37,800  per  year, 
depending  upon  qualificiations,  plus  automatic  pay  bonus  of  $5,000 
to  $10,000  per  year.  Complete  malpractice  insurance  coverage 
provided.  Liberal  fringe  benefits.  Life  insurance,  health  insurance, 
retirement,  30  days  vacation  plus  15  days  sick  leave  each  year.  An 
unexcelled  opportunity  to  engage  in  a challenging  medical  practice 
in  a rural  setting  offering  unlimited  recreational  opportuni- 
ties—Hunting,  Fishing,  Boating,  Snow  and  Water  Skiing,  plus  fresh, 
clean  air  in  abundance.  Contact:  Norman  C.  Jorgensen,  MD,  Chief 
of  Staff,  or  Frank  W.  Caldwell,  Director,  VETERANS  ADMINIS- 
TRATION HOSITAL,  Miles  (^ity,  Montana  59301;  Phone:  (406) 
232-3060.  Non-discrimination  in  employment.  576-20-2B 


WANTED:  Primary  care  physicians  to  help  staff  correctional  med- 
ical services  in  rural  location.  Easy  access  to  recreation  and 
cities.  Part-time,  full-time.  Salary  to  $36,876,  depending  on  qual- 
ifications and  experience.  Accredited  local  hospital.  Colorado  license 
required.  Real  opportunity  to  take  part  in  improving  correctional 
medical  system.  Contact:  J.  B.  Aycrigg,  MD,  4150  South  Lowell 
Boulevard,  Denver,  Colorado  80236  or  Call:  (303)  761-0220. 

576-23-3B 


FULLY-EQUIPPED  OFFICE  FOR  LEASE,  ideal  location  in  South- 
east  Denver,  in  busy  family  practitioner  office.  Contact:  Peter  I. 
Monheit,  MD,  3545  South  Tamarac  Street,  Suite  130,  Denver, 
Colorado  80237,  or  call:  (303)  771-1647.  776-2-lB 


ESTES  PARK  CLINIC.  Established  17  years,  now  expanding, 
wishes  Christian  General  Practitioner  and/or  Board  Certified  doc- 
tors willing  to  do  general  practice.  Breathtaking  resort  area.  Skiing, 
national  parks.  New  hospital.  One  hour  scenic  drive  to  Denver.  Send 
full  resume  and  experience,  picture,  and  life  goals  to  P.O.  Box  2560, 
Estes  Park,  Colorado  80517.  776-3-1 


WANT  TO  RELOCATE?  Physicians,  all  specialties,  including 
Family  Practice.  New  4-story  Medical  Arts  Building  ready  for  oc- 
cupancy. Adjacent  to  350-bed  general  acute  hospital.  City  of  125,(X)0. 
Close  to  ail  winter  sports,  water  sports,  mountains.  Just  100  miles 
from  Denver.  Ideal  climate.  Unusually  liberal  opportunity  to  enter 
private  group  practice.  Established  physicians  or  newly  graduated 
residents  both  welcome.  Contact:  Lee  Schlabach,  Administrator, 
Parkview  Episcopal  Hospital,  400  W.  16th  Street,  Pueblo,  Colorado 
81003.  576-10-3B 


WANTED:  Obstetrician-Gynecologist  to  replace  retiring  prac- 
titioner. Available  July  1,  1976.  Will  stay  till  January  1,  1977. 
Denver  area.  Inquiries  received  at  P.O.  Box  765,  Arvada,  Colorado 
80091.  576-17-2 


PSYCHIATRIST  OFFICE  SPACE  AVAILABLE  in  suite  of  multi- 
specialty counseling  group  in  Southeast  Denver.  Audio-visual 
equipment  and  conference  room  within  suite.  For  further  informa- 
tion call:  (303)  750-2080.  776-1-lB 


FOR  SALE.  Eye,  Ear,  Nose,  and  Throat  instruments.  Send  for  four- 
page  list,  and  make  offer.  Frederick  G.  Fox,  MD,  434  Monroe 
Street,  NE,  Albuquerque,  New  Mexico  87108.  776-4-lB 


SPECIAL  PURCHASE;  1975  model  XL-45  Ritter  Power  Table.  V2 
current  price.  The  New  Denver  Surgical,  1415  23rd  Street,  Denver, 
Colorado  80205.  Phone:  (303)  893-2781.  776-5-lB 


INDEPENDENT  BUSINESSMAN  helping  Medical  Professionals 
develop  ADDITIONAL  PERMANENT  INCOME.  No  capital  in- 
vestment. Call:  Mr.  Greene,  (303)  597-4585  (collect).  776-6-lB 


INTERNIST,  primary  care,  with  or  without  subspecialty  (in  Allergy, 
Chest  or  Dermatology).  Excellent  opportunity.  Academic  associa- 
tion possible.  F.M.  Newmark,  MD,  11220  West  Colfax  Avenue, 
Lakewood,  Colorado  80215.  Call:  (303)  238-0471.  776-7-1 


UNEXPECTED  OPENING.  Excellent  opportunity  for  experienced 
physician  in  high  volume  immediate  care  and  industrial  medicine 
practice.  Salary  negotiable.  Contact:  Dr.  Elwin  Berger,  Medical 
Director,  The  Denver  Clinic.  (303)  831-7171.  776-8-lB 


ORTHOPEDIC  SURGEON,  board  qualified,  university  trained, 
with  broad  clinical  experience.  Ambitious  family  man  desires 
relocation  to  Rocky  Mountain  states,  solo  or  group.  Write:  Box  776- 
9-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  776-9-lB 


MEDICAL  OFFICE  SPACE  available  on  West  38th  Avenue  in 
Wheat  Ridge,  East  of  Lutheran  Hospital.  Busy  dental  practice  in 
adjacent  space  gives  good  exposure  to  a new  practice  or  specialty. 
Recently  decorated.  Phone:  Julius  Buerger,  Moore  Realty  Co.,  (303) 
733-5511.  776-10-lB 


PHYSICIAN  ASSISTANT  desires  employment  with  physician(s)  in 
Family  Practice,  Emergency  Medicine,  Genera!  Surgery  or  Inter- 
nal Medicine.  PA  is  four  year  graduate  with  BS  and  National  Board 
certification.  Experienced  in  all  listed  fields.  Residency  at  Maryland 
Shock-Trauma  Center.  For  resume:  Contact:  William  Perri,  PA,  360 
West  21st  Street,  New  York  City,  New  York  10011,  or  call:  (303)  691- 
9792  or  (212)  920-5731.  776-11-lB 


VIDEOTAPE  SERVICES  for  the  Medical  Profession  are  available  in 
the  Rocky  Mountain  region.  Accurate  audio-visual  documentation 
and  training  programs  scripted  and  produced  on  black  and  white  or 
color  videotape.  Call:  (303)  322-8821  or  write:  Miller  Mermell,  Inc., 
Videotape  and  Film  Production,  P.O.  Box  6134,  Denver,  Colorado 
80206.  776-12-lB 
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FOR  SALE;  Hamilton  exam  table,  excellent  condition.  Call:  (303) 
861-8158,  Monday  through  Friday  from  8 a.m.  to  5 p.m.776-13-lB 


WANTED  TO  RENT:  August  1-year’s  lease.  Three-bedroom,  two- 
bath  house.  Access  to  Cherry  Creek  Shopping  Center.  Write:  Box 
776-14-lB,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado  80218.  776-14-lB 


WANTED:  FAMILY  PHYSICIAN,  graduate  of  three-year  residency 
in  Family  Practice,  to  join  Board-Certified  Internist  and  Family 
Physician  in  busy  group  practice  in  Steamboat  Springs.  Guaranteed 
salary  plus  percentage,  fringe  benefits,  opportunity  to  join.  Write: 
Steamboat  Medical  Group,  Box  9066,  Steamboat  Springs,  Colorado 
80477,  or  Call:  (303)  879-0203.  776-15-1 


HELP  FOR  YOUR  OFFICE.  16  years  experience  in  Doctor’s  office, 
and  hospitals  in  bookkeeping,  as  receptionist,  cashier,  office  man- 
ager. Resume  available  on  request.  Write:  Ann  Brackett,  9858  Apple- 
tree  Place,  Denver,  Colorado  80221,  or  Call:  (303)  451-5645  or  (303) 
333-4973.  776-16-lB 


WELL  EQUIPPED  MEDICAL  LABORATORY.  Will  turn  over  to 
responsible  party.  Lakewood  location.  Call:  (.303)  420-3232,  week- 
days between  8 a.m.  and  3 p.m,  776-17-lB 


PHYSICIANS  ASSISTANT:  Seeking  employment  in  Colorado,  rural 
or  urban  area.  B.A.  Colorado  State  University,  B.S.  Baylor  College 
of  Medicine.  Excellent  training  with  emphasis  on  internal  medicine 
and  pediatrics.  Available  August  1976.  Please  contact  soon:  Gordon 
Eggers,  3700  Wakeforest  #64,  Houston,  Texas  77081,  or  Call:  (713) 
526-7962.  776-18-lB 


ESTABLISHED  GENERAL  PRACTICE  carried  on  for  35  years  by 
Doctor  who  will  retire  is  available.  Near  major  medical  and 
rehabilitation  centers.  Arapahoe  County  schools,  available  housing, 
largest  shopping  center  in  Colorado  within  one  block.  Consider  all 
offers.  Terms  and  price  negotiable.  Will  include  furniture  and  all 
office  equipment.  For  further  information  contact  (303)  781-3565  or 
795-7619,  or  write:  5820  South  Windemere  St.,  #456,  Littleton, 
Colorado  80120.  776-19-lB 


Presbyterian  Medical  Center 
Medical  Education  Program 
The  Management  of  the  Complications  of 
Cancer  Treatment 

October  8-9,  1976 
All  Day — October  ^ 

Morning — October  9 

Dawson  Hall,  Presbyterian  Medical  Center 
1719  East  19th  Avenue,  Denver,  Colorado 
Co-sponffored  by  American  Cancer  Society, 

Colorado  Division 
with  K.D.A.  Allen  Fund 
Approved  for  AAFP  Credit 
Contact:  Erick  R.  Ratzer,  MD 

Oncologv  Coordinator,  P.M.C. 

(303)  534-9011 


Postdoctoral  Fellowships  in  Diabetes  Research 

Only  through  expanded  research  of  the  disease  which  is  the  third 
leading  cause  "of  death  from  diseavSe,  can  we  hope  to  find  successful 
therapeutic  approaches  to  reduce  and  arrest  the  complications  and^ 
ultimately,  cure  the  disease  itself. 

The  Juvenile  Diabetes  Foundation  supports  suchTesearch  by  pro- 
viding funds  for  postdoctoral  fellowships.  Grand  applirations  are 
now  being  accepted  for  the  funding  year  1977-78. 

Applications  may  he  obtained  from: 

Shel  Sukoff.  National  Executive  Director 
Juvenile  Diabetes  Foundation 
23  East  26th  Street 
New  York.  New  York  10010 

Completed  applications  must  be  postmarked  not  later  than  Sep- 
tember 10.  1976.  Those  being  funded  will  be  notified  early  in  1977, 
and  funding  will  begin  July  1.  1977. 


Take  The  Same  Precautions  With  \bur  Income 
As  \bu  Would  With  Y)ur  Patients’  Health 


As  a doctor,  you  know  the  im- 
portance of  preventive  medi- 
cine. Just  as  early  diagnosis 
and  treatment  are  essential  for 
maintaining  good  health,  sim- 
ilar principles  apply  to  keeping 
you  and  your  family  financially 
secure.  That's  why  the  Colorado 
Medical  Society  urges  you  to 
look  into  the  Disability  Income 
Protection  Plan  available  to  you 
as  a member  of  the  Society. 

And  as  you  well  know,  no  one 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  Colorado  80033 

(303)  423-2710 

4-6-8-10-12-75 


can  guarantee  your  physical 
well-being.  Should  a disability 
keep  you  from  your  practice, 
the  Colorado  Mecdical  Society's 
Disability  Income  Protection 
Plan  will  provide  regular  monthly 
benefits.  They  are  paid  directly 
to  you  to  use  as  you  see  fit. 
What's  more,  these  benefits  are 
tax-free  under  current  federal 
income  tax  laws.  And  you  can 
count  on  Mutual  of  Omaha  to 
provide  personal  service  to  help 
you  select  the  right  plan. 


Tony  Occhiuto 

902  North  Circle  Drive,  Suite  206 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 

(303)  471-1083 


For  more  information  on  how 
you  can  protect  your  family's 
future,  just  contact  your  nearest 
representative  listed  below. 


UNDERWRITTEN  BY 

Mutual 

^^mahaSL' 

People  you  cao  couot  oo... 

Life  Insurance  Affiliate:  United  of  Omaha 

^rtUTUAL  OF  OMAHA  INSURANCf  COMPANY 
HOME  OFFICE  OMAHA  NEBRASKA 


Carl  Roderick 
Greeley  National  Plaza 
827  Eighth  Street 
Suite  660 

Greeley,  Colorado  80631 

(303)  352-5296 


for  1976 


2.37 


PreSuri 

(5%  PABA  GEL/LOTION) 

Provides  superior 
sunscreen  j5rotection. 


LUesTUJooD 


PHARMACEUTICALS  INC. 


©1976,  W.P.  Inc. 


Buffalo,  New  York  14213 
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ij 


miJFON‘ 

fenoprofen  calcium 

300-mg."^  Pulvules® 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


‘Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 
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Pfipharmecs  reminds 
the  country  of 
another  hero. 


1, 


NBC  Radio 

“Feeling  Fit” 

Tuesdays  and  Thursdays 

Flugh  Downs 


Everybody  knows  about  George,  Thomas  and 
Benjamin.  And  should  know  more  about 
another  hero-you. 

So  Pfipharmecs  is  doing  something  about 
it!  On  NBC’s  new  family  health-oriented  radio 
show,  “Feeling  Fit”  with  Hugh  Downs  as  host. 

Result:  Nearly  20,000,000  listeners  will 
hear  on  Pfizer  commercials  what  a vital  and 
indispensable  role  pharmacists  play  in  com- 
munity health  care. 

We  want  your  patients  to  know  that  one  of 
America’s  heroes  isn’t  on  a pedestal.  Or  a 
stamp.  Or  a dollar  bill.  But  in  the  pharmacy 
down  the  street,  in  the  hospital,  and  many 
other  places,  ready  to  serve. 

Tune  in.  The  greater  proportion  of  com- 
mercials talk  about  a profession  to  be  proud 


PFIZER  INC., 


235  East  42nd  Street.  New  York,  N.Y.  10017  t| 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenr 
and/  or  severity  of  grand  mal  seizures  m; 
require  increased  dosage  of  standard  an) 
convulsant  medication;  abrupt  withdraw;: 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  ; 
seizures.  Advise  against  simultaneous  in-J 
gestion  of  alcohol  and  other  CNS  depres-J 
sants.  Withdrawal  symptoms  (similar  to  I 
those  with  barbiturates  and  alcohol)  hav* 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muj 
cle  cramps,  vomiting  and  sweating).  Keel 
addiction-prone  individuals  under  carefu' ' 


respond  to 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


According  to  her  major 
! mptoms,  she  is  a psychoneu- 
]ttic  patient  with  severe 
.iixiety.  But  according  to  the 
ascription  she  gives  of  her 
l elings,  part  of  the  problem 
lay  sound  like  depression. 

'his  is  because  her  problem, 
;dhough  primarily  one  of  ex- 
rssive  anxiety,  is  often  accom- 
jmied  by  depressive  symptom- 
;ology.  Valium  (diazepam) 
km  provide  relief  for  both— as 
lie  excessive  anxiety  is  re- 
hved,  the  depressive  symp- 
kms  associated  with  it  are  also 
(ten  relieved. 

There  are  other  advan- 
tges  in  using  Valium  for  the 
ijanagement  of  psychoneu- 
I'tic  anxiety  with  secondary 
epressive  symptoms:  the 
jiychotherapeutic  effect  of 
’alium  is  pronounced  and 
jpid.  This  means  that  im- 
I'ovement  is  usually  apparent 

I 


jrveillance  because  of  their  predisposi- 
jin  to  habituation  and  dependence,  in 
legnancy,  lactation  or  women  of  child- 
ijaringage,  weigh  potential  benefit 
•lainst  possible  hazard, 
ecautions:  If  combined  with  other  psy- 
I'otropics  or  anticonvulsants,  consitfer 
'refully  pharmacology  of  agents  em- 
pyed;  drugs  such  as  phenothiazines, 
iircotics,  barbiturates,  MAO  inhibitors 
•Id  other  antidepressants  may  potentiate 
I action.  Usual  precautions  indicated  in 
I tients  severely  depressed,  or  with  latent 
'Ipression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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To  the  Editor: 

“Blood:  The  River  of  Life”  published  by  the 
American  National  Red  Cross  (ANRC)  and  authored 
by  Donald  R.  Avoy,  a native  Denverite,  was  men- 
tioned in  a recent  issue  of  the  Rocky  Mountain 
MedicalJournal  (73:171,  May-June,  1976).  It  is  an  ex- 
cellent paper  back  booklet  of  75  pages  which  reviews 
both  the  technical  and  administrative  aspects  of  our 
present  blood  banking  system  in  very  simple  but 
precise  terminology.  It  should  easily  be  understood  by 
the  lay  public  who  will  benefit  particularly  by  the 
clear  explanation  of  the  cellular  and  plasma  com- 
ponents of  whole  blood  which  are  further  explained  by 
very  good  micro-photographs. 

The  title  of  this  book  is  probably  a plagiarism  and 
undoubtedly  taken  from  a film  of  the  same  name 
made  in  France  a decade  or  so  ago,  and  distributed  by 
the  American  Associated  of  Blood  Banks. 

Blood  Recruitment  and  Donation  is  one  of  the 
most  important  facets  of  the  Blood  Banking  industry 
and  the  last  chapter  discusses  this.  Unfortunately, 
the  author  discusses  the  philosophy  of  the  ANRC  in 
procuring  and  distributing  blood  and  its  products. 
This  is  a subject  which  the  author  has  discussed  on 
numerous  occasions  both  verbally  and  in  numerous 
articles.  It  is  simply  the  age-old  controversy  of  private 
free-enterprise  vs.  regulated  (or  social)  enterprise. 
This  debate  has  been  with  us  ever  since  the  ANRC 
reentered  the  blood  banking  field  in  1948.  It  is  still  be- 
ing debated  in  the  deliberations  of  the  American 
Blood  Commission  (and  the  American  Association  of 
Blood  Banks,  “AABB”  vs.  the  “ANRC”).  Both 
organizations  have  been  prone  to  propagandize  rather 
than  to  explain  the  controversy  in  honest,  explicit 
terms.  Fortunately,  Red  Cross  chapters  are  locally 
controlled  and  our  chapter  has  always  held  that  they 
do  not  wish  to  engage  in  blood  banking  (particularly 
in  areas  where  community  blood  banks  exist). 
Therefore  we  have  been  spared  in  Colorado  from  the 
unpleasantness  of  this  debate.  The  Red  Cross  has 
always  spread  the  word  of  “free  blood”  but  only  the 
actual  blood  product  is  free  if  it  is  unprocessed  and 
uncrossmatched.  The  Red  Cross  has  to  pay  their 
technologists  in  money  like  everyone  else.  In  many 
Red  Cross  Centers  the  processing  fees  (although 
“covered”  by  insurance  carriers)  is  higher  than  in 
many  Community  Blood  Centers.  For  example,  it  has 
been  reported  to  me  that  the  processing  fee  as  of  July 
1,  1976  (which  must  be  paid)  at  Dr.  Avoy’s  own  center 


in  San  Jose,  California,  is  $35.00  compared  to  $18.00 
here  in  Denver.  Although  we  have  a nonreplacement 
fee  at  Belle  Bonfils,  this  is  still  only  $10.00,  which 
would  make  a total  of  $28.00. 

In  spite  of  the  optimistic  impression  of  adequate 
donor  recruitment,  as  described  in  this  final  chapter, 
it  is  a known  fact  that  the  largest  commercial  for- 
profit  blood  suppliers  exists  in  those  areas  supplied  by 
the  Red  Cross.  These  areas  are  never  adequately 
supplied  by  Red  Cross  and  commercial  suppliers  are 
necessary.  These  are  the  reasons  why  the  federal 
government  has  been  loathe  to  entirely  prohibit  paid 
donors, — everyone  admits  that  we  have  insufficient 
volunteers.  In  a large  blood  center  like  New  York  City 
where  the  Red  Cross  is  a part  of  the  New  York  Blood 
Center,  it  is  necessary  to  procure  several  thousand  un- 
its of  red  cells  annually  in  Switzerland.  The  New  York 
blood  center  of  which  the  Red  Cross  is  a part,  gets  the 
red  cells  in  exchange  for  the  plasma  which  remains  in 
Switzerland.  The  plasma,  of  course,  is  used  to 
manufacture  various  proteins  such  as  im- 
munoglobulins (which  does  have  a monetary  value). 

It  should  also  be  pointed  out  that  the  Red  Cross  is 
supported  by  voluntary  contributions;  in  addition,  it 
is  awarded  many  grants  from  the  federal  government 
which  are  used  in  its  blood  program.  In  the  past,  as 
much  as  one-fourth  of  the  amount  collected  from  the 
public  has  been  assigned  to  the  blood  program. 

The  last  chapter  is  pure  propaganda  and  has  no 
place  in  the  otherwise  excellent  monograph.  I wonder 
if  the  ANRC  is  supporting  a National  Health  Policy 
in  the  Congress.  Maybe  all  physicians  would  be  better 
off  as  priests  of  Aesculapius  and  shun  monetary 
remuneration  entirely. 

William  A.  H.  Rettberg,  MD 

Denver 


* * * 


To  the  Editor: 

Just  a note  to  congratulate  you  on  the  current 
issue  of  the  Rocky  Mountain  Medical  Journal.  The 
painting  of  the  Grand  Canyon  of  the  Yellowstone  is 
wonderful.  Mr.  Crosson’s  story  of  the  life  of  Dr. 
Thomas  Maghee  was  wonderful.  He  certainly  did  a 
superb  job  of  plastic  surgery  under  primitive  con- 
ditions. The  difficulty  Dr.  Maghee  experienced  with 
the  Board  of  Commissioners  of  Uinta  County  reminds 
me  of  problems  my  own  father  had  seventy  years  or  so 
ago  with  the  Commissioners  of  Douglas  County.  We 
still  have  the  same  problems,  but  at  a federal  level! 

— and  from  a separate  letter  to  the  Wyoming 
Scientific  Editor:  Just  a note  to  congratulate  you 
on  your  excellent  editorial  on  the  future  of  the  Jour- 
nal. I do  hope  that  the  states  will  not  fall  apart. 

Cordially  yours, 

Walter  L.  Palmer,  M.D. 
Chicago,  Illinois 
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THERE AREA 
LOTOPPEOPLE 
GETTING  NBTWEEN 
WUANDVOUR 
PATIENT. 

Vledicine  today  is  in  the  spotlight,  subjected  to  all 
s of  scrutiny.  Your  control  over  patient  therapy  is 
y monitored,  judged  and  occasionally  abrogated, 

!times  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
hip  between  you  and  your  patient  will  be  weakened, 
out  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
ations  or  professional  custom  stipulate  that  your 
generic  prescriptions  be  filled  with  the  precise  prod- 
'ou  prescribe.  But  in  the  last  five  years,  a dozen  or 
State  laws  have  been  changed,  permitting  the  phar- 
!t  in  most  cases  to  select  a product  of  the  same 
:ic  drug  to  fill  any  prescription, 
ronically,  this  dilution  of  physician  control  has 
I place  against  a background  of  growing  evidence 
mrportedly  equivalent  drug  products  may  be  in- 
alent,  since  neither  present  drug  standards  nor  their 
cement  are  optimal.  In  fact,  the  FDA  itself  says  it 
3t  enforced  the  same  standards  for  hundreds  of 
>w-on”  products  that  it  had  applied  to  the  original 
. approvals.  Thus  physician  control  over  patient 
py  is  being  eroded  with  a risk  that  patients  may  be 
■ed  to  drugs  of  uncertain  quality, 
he  major  advertised  claim  for  substitution  is  reduced 
ription  prices  for  consumers.  Yet  no  documentation 
'f  significant  savings  has  been  produced. 

m Vlaximum  Allowable  Cost,  MAC  for  short,  is 
eral  regulation  designed  to  cut  the  Government’s 
Dill  by  setting  price  ceilings  for  drugs  dispensed  to 
:are  and  Medicaid  patients.  Unless  the  prescriber 
es  on  the  prescription  that  a particular  product  is 
:ally  necessary,  the  Government  intends  to  pay  only 
; cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Jill 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


VISU/IL  FOCUS 
ON 

/ICUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 

The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 

joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 


THERAPEUTIC  FOCUS 

ON 

CAPSULES,  25  mg  and  50  mg 


(IND0METHA6IN  MSD) 


helps  relieve  pain 
and  other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSD 

highly  effective  in  relieving  pain  and  in  merck 

reducing  fever,  swelling,  and  tenderness.  dohme 


Facts  about 
Scintiphotography 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


iNiocir 

(MIIMEIHACIII I MSI) 


helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactions,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  150-200  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to,  and  observations  of,  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers;  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 
Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about 
engaging  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the  acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
&.Co.,lNC;  West  Point,  Pa.  19486 
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selection  of  the  finest  restaurants. 
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join  us  for  a do-as-you-please  holiday  in 
LIMA,  Peru;  RIO  DE  JANEIRO,  Brazil  and 
CARACAS,  Venezuela.  Join  us  next  winter 
for  a South  American  summer! 
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The  ultimate  objective  test| 
sleep  laboratory  prool 
of  effectiveness . . . now  iiii| 
geriatric  insomnia  patients 


Six  female  insomniacs,  ranging  in  age  from  67  to  82  yeai 
received  Dalmane  (flurazepam  HCl)  for  seven  consecutiv 
nights  in  the  sleep  research  laboratory.'  Improvement  over  pri 
treatment  baseline  levels  was  signihcant  for  sleep  induction  ani| 
sleep  maintenance  (p<  .05).  And  the  greater  the  sleep  probler 
in  these  patients,  the  better  the  effect  with  Dalman 
(signihcant  correlation  at  p<.01  leve 
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, Elderly  msomniacs 
'fell  asleep  faster, 


Results  expand  and 
confirm  objective 
proof  of  efficacy 
in  younger  adults 
with  insomnia 

The  effectiveness  of  Dalmane 
'flurazepam  HCl)  was 
demonstrated  in  earlier  studies  of 
32  younger  adults  with  trouble 
falling  asleep,  staying  asleep  or 
sleeping  long  enoughs  On  average, 
'in  these  studies,  Dalmane  induced 
sleep  within  17  minutes  and 
provided  7 to  8 hours  of  sleep,  at 
the  same  time  reducing  number 
of  nighttime  awakenings. 

Relative  safety,  even 
in  patients  on  warfarin 

Morning  “hang-over”  has  been 
relatively  infrequent  with 
Dalmane.  And  no  unacceptable 
fluctuation  in  prothrombin  time 
has  been  reported  in  warfarin 
patients  on  Dalmane.^  "*  The  usual 
adult  dosage  is  30  mg  h.s. ; in 
plderly  and  debilitated  patients, 
limit  initial  dosage  to  15  mg  to 
help  preclude  oversedation, 
dizziness  or  ataxia. 


Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

Whmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 


falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 
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New  evidence  proves 
insomnia  relief  in 
elderly  patients 
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One  15-mg  capsule  //.s.— initial  dosage  for 
elderly  or  debilitated  patients. 

One  30-mg  capsule  /i.s.— usual  adult  dosage 
(15  mg  may  sullicc  in  some  patients). 

For  all  common  types 
of  insomnia 
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Spinning  Our 
Prayer  Wheels 


J-F  A LITTLE  BIT  is  good,  3 whole  lot  must  be 
better.  So  believe  some  people  the  world  around. 
The  monks  in  Tibet  strongly  believe  in  prayer. 
So  they  do  a lot  of  praying,  and  so  do  their  fel- 
low believers.  Over  the  centuries  they  have 

spent  so  much  time  in 
prayer  that  in  order  to 
save  hours  and  man- 
power they  invented  a 
prayer  wheel.  This  won- 
derful device  is  a sort  of  cylinder  mounted  on  an 
axis  so  that  it  can  revolve  rapidly  with  mini- 
mum effort.  Inscribed  on  this  cylinder  are  var- 
ious prayers.  One  has  only  to  watch  this  cylin- 
der revolve  to  be  instantly  reminded  of  each 
prayer,  and  so  to  feel  that  one  is  actually 
praying.  In  fact,  with  this  wheel  one  can  pray  for 
another.  An  apprentice  monk  can  do  an  awful 
lot  of  praying  for  the  whole  community  just  by 
spinning  a few  of  these  labor-saving  machines. 


American  doctors  are  now  doing  the  same 
sort  of  thing  when  they  record  the  hospital 
medical  history  and  physical  of  their  patients. 
Not  too  many  years  ago,  histories  and  physicals 
in  many  hospitals  were  extremely  sketchy  and 
incomplete.  But,  there  has  been  a noticeable 
change.  Now  they  are  much  more  voluminous, 
thanks  to  the  commendable  efforts  of  the  Joint 
Commission  of  Hospital  Accreditation  and  of 
medical  audit  and  peer  review  committees 
which  it  has  inspired.  The  well-organized  form 
and  style  that  we  learned  in  medical  school  is 
being  revived.  Our  charts  look  as  complete  as 
when  we  were  third-year  medical  students.  But 
are  they  any  more  meaningful  now  than  they 
were  then — then,  when  we  weren’t  expected  to 
be  as  discerning  and  discriminating  doctors,  as 
we  have  become? 


These  observations  are  not  to  advocate  a 
return  to  a sloppy  shorthand  type  of  history 
writing,  nor  to  suggest  that  pertinent  aspects  be 
overlooked.  Rather  they  are  to  plead  for  a 
history  which  tells  the  facts  that  may  contribute 
to  a diagnosis  and  a physical  which  describes  the 
state  of  the  patient,  and  only  records  those 
negatives  which  aid  in  the  diagnosis  or  manage- 
ment of  the  patient’s  condition.  The  aim  should 
be  a history  and  physical  on  the  chart  that  is  im- 
portant to  the  patient,  the  doctor,  and  the 
hospital — not  just  one  that  fills  the  required 
spaces  and  pages. 

Why  should  not  the  experienced  physician  be 
allowed  to  write  “negative”  when  he  has  found 
nothing  in  that  part  of  the  history  or  physical, 
and  where  there  is  no  specific  reason  to  be  con- 
cerned about  a negative  finding?  Some  would 
say  that  we  must  write  down  a full  description  of 
each  part  of  the  body  to  prove  that  we  actually 
did  the  examination.  Well  that  doesn’t  prove 
anything  any  more  than  just  recording 
“negative”  about  that  part.  Conversely,  a physi- 
cian accomplished  in  dictating  the  long  form  has 
on  occasion  forgotten  to  do  a pelvic  ex- 
amination, yet  has  dutifully  recorded  it  in  his 
routine  terminology — automatically. 

Of  course,  until  a student  or  intern  has 
mastered  the  art  of  taking  a meaningful  history 
and  doing  a good  examination  it  is  best  that  he 
do  the  long-form  detailed  history  and  physical. 
However,  an  experienced  doctor  should  spend 
more  time  on  delving  into  the  important  or 
potentially  important  facts  about  his  patient 
and  less  time  on  the  record — more  investigation 
and  less  verbosity.  There  is  seldom  time  for 
both.  And,  there  is  the  consideration  of  the  work 
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of  the  record  department  and  the  cost  of 
hospitalization.  Too  often  in  the  record  there  is  a 
lot  of  unecessary  verbage  that  not  only  wastes 
the  hospital’s  money,  but  clutters  up  a chart  so 
that  the  really  important  facts  are  obscured. 

Probably  most  practicing  doctors  will  agree 
that  putting  down  a lot  of  routine  phrases  is 
meaningless  when  done  only  to  conform  to 
someone  else’s  standards.  However  they  get  a 
nasty  little  billet-doux  from  the  record  com- 
mittee when  they  don’t.  So  they  fill  up  the 
spaces  with  phrases  which  are  repeated  over  and 
over.  But,  when  we  physicians  fill  the  history 
and  physical  pages  with  repetitious  phrases  for 
the  primary  purpose  of  pleasing  the  record  com- 
mittee and  the  Joint  Commission,  we  are,  like 
the  old  Tibetan  monks,  only  spinning  our  prayer 
wheels. 

George  B.  Markle,  IV,  MD, 
Carlsbad,  New  Mexico 


J-^iSEASES  DESPERATE  GROWN  By  desperate 
appliance  are  relieved  . . .”  Hamlet,  IV.  Be- 
cause it  is  the  nature  of  coyotes  to  kill  sheep, 
goats,  chicken,  and  other  farm  animals,  and  in 
so  doing,  lay  waste  to  fields  under  cultivation, 

they  have  been  con- 
sidered enemies  of  the 
human  race.  A policy 
for  their  extermination 
has  existed.  Trappers 
and  hunters  have  been  busy,  searching  for  them 
on  horseback,  in  jeeps,  and  have  been  known  to 
machine  gun  them  from  airplanes.  Poison  has 
been  used.  Dogs  have  been  trained  to  raid  their 
litters. 

Custom  has  also  required  the  distraught 
rancher  to  counterattack  verbally.  Low-down, 
mean,  sneaky,  worthless,  bushwacking  chicken 
thief.  Killer.  Pirate.  Marauder.  Coward. 
Braggart.  A lover  of  carrion.  Scavenger.  “A  con- 
sort of  rattlesnakes  and  vultures.”  “Furry 
gangster  of  the  Desert.”  “A  pariah  of  his  own 
race.”  “An  Esau  among  the  tribes  of  the 
desert.”'  In  the  unabridged  dictionary  there  is  a 
second  definition  for  the  coyote:  “an  objec- 
tionable person:  chiseler.” 

But  there  is  another  side.  There  are  a few 
supporters  (very  few)  who  have  something  good 


to  say  about  Don  Coyote.  He  is  a “true 
Westerner”  because  of  his  independence, 
enterprise,  energy,  great  endurance,  and  good 
humor — qualities  appropriate  to  one  who 
“sights  the  Rocky  Mountains.”  More  intelligent 
than  other  animals.  Alert,  wise,  interesting,  and 
witty.  A clown.  A philosopher.  The  possessor  of 
the  unique  gift  of  ventriloquism.  A destroyer  of 
such  nuisances  as  rabbits,  prairie  dogs,  rats,  and 
other  rodents.  Outdoorsmen  know  that  the  howl 
of  a coyote  after  dark  indicates  a change  in 
weather.  Red  and  white  men  have  imitated  the 
wail  of  the  coyote  as  a signal  and  warning  to 
their  fellows.  An  Army  officer  once  wrote  that 
one  could  dance  to  the  music  of  coyotes!' 

In  the  past,  editorials  and  articles  in  this 
journal  have  recorded  the  unpleasant  nature  of 
certain  regional  species  such  as  bats,  ticks,  lice, 
bacteria,  venemous  snakes  and  insects,  rodents, 
bureaucrats,  and  scheming  politicans,  but  until 
now,  the  coyote  has  not  been  mentioned — a 
serious  oversight  for  a journal  of  the  Rocky 
Mountains. 

In  this  issue,  justice  is  served.  The  coyote  has 
his  day.  Drs.  Woodside,  Bergren,  and  Martinez 
have  written  about  the  use  of  a coyote  rib  to 
relieve  the  oppressive  symptoms  of  urinary 
obstruction!  Which  proves,  as  Montaigne  once 
said,  that  there  is  nothing  useless  in  nature. 

Marcus  J.  Smith,  MD,  Santa  Fe 
REFERENCE 

' Botkin,  B.A.:  A Treasury  of  Western  Folklore,  Crown  Publishers, 
Inc.,  New  York,  1951,  pp  87,  140-145,  149. 


IBreast  cancer  is  the  most  common  malig- 
nancy and  the  leading  cause  of  cancer  death 
among  women.  Surgery  has  been  the  only  cura- 
tive approach  in  primary  management  over  the 
past  seventy-five  years.  Roughly  one-third  of  all 

patients  survive  ten 
years.  In  the  absence  of 
axillary  node  metas- 
tasis, fifty  to  sixty  per 
cent  of  patients  survive 
ten  years.  However,  in  the  presence  of  axillary 
node  metastasis,  only  twenty  per  cent  will  sur- 
vive ten  years.  Radiation  therapy  has  not  been 
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able  to  improve  the  long-term  survival  rates  of 
surgery  alone.  It  does  have  the  capability  of 
sterilizing  treated  areas  of  proven  involvement 
and  significantly  reduces  local  recurrence  by 
more  than  fifty  per  cent.  Endocrine  therapy  at 
the  time  of  surgery  has  likewise  not  altered  long- 
term survival  rates,  but  has  lengthened  the  time 
to  recurrence.  The  role  of  endocrine  therapy  in 
present-day  management  is  primarily  for  ad- 
vanced breast  cancer. 

The  inability  to  alter  breast  cancer  mortality 
rates  in  more  than  fifty  years  is  the  result  of  the 
dilemma  of  most  malignancies — the  inability  to 
diagnose  cancer  sufficiently  early.  Roughly  sev- 
enty per  cent  of  all  breast  cancers  will  have 
metastasized  at  the  time  of  diagnosis.  In  recent 
years  mammography  and  xeromammography 
have  been  the  great  advances  in  early  discovery 
and  are  recommended  in  high-risk  patients  past 
the  age  of  forty.  Because  of  technical  difficulties 
of  greater  breast  tissue  density,  their  usefulness 
is  impaired  in  women  less  than  forty  years  of 
age. 

This  lack  of  improvement  of  results  of  treat- 
ment and  the  dilemma  of  diagnosis  of  minimal 
breast  cancer  are  the  background  for  the  excite- 
ment from  recent  results  of  adjuvant 
chemotherapy  of  breast  cancer.  Chemotherapy 
has  made  major  advances  in  the  past  five  to  ten 
years  with  capabilities  of  achieving  cures  in 
several  maligancies,  including  choriocarcinoma, 
acute  leukemia,  Burkitt’s  lymphoma,  and 
probably  Hodgkin’s  Disease.  The  development 
of  new  drugs,  the  concept  of  combination 
chemotherapy,  new  schedules  of  administration, 
and  knowledge  of  tumor  cell  and  population 
kinetics  have  contributed  to  these  advances. 

Alkylating  agents  were  the  first  group  of 
drugs  used  in  advanced  breast  cancer.  Cyclo- 
phosphamide, an  alkylating  agent,  achieved  a 
35  per  cent  response  rate.  A response  is  defined 
as  greater  than  50  per  cent  reduction  in  tumor 
mass.  The  second  group  of  drugs  found  to  be 
effective  were  the  antimetabolites,  particularly 
Methotrexate  and  5-Fluorouracil,  with  response 
rates  of  34  per  cent  and  26  per  cent  respectively. 
In  1969  Cooper^  reported  an  impressive  response 
rate  in  advanced  breast  cancer  using  combina- 
tion chemotherapy,  a five  drug  combination  of 
Cyclophosphamide,  Vincristine,  Methotrexate, 
Prednisone,  and  5-Fluorouracil.  Several  large 
studies  have  since  confirmed  his  results  with  an 


overall  response  rate  of  fifty  per  cent.  Curabil- 
ity in  animal  model  systems  with  chemother- 
apy was  found  to  be  inversely  related  to  tumor 
size  and  this  finding  gave  considerable  support 
to  the  concept  of  adjuvant  chemotherapy. 

In  1974  an  exciting  report  of  adjuvant 
chemotherapy  in  osteogenic  sarcoma  following 
surgery,  when  tumor  burden  is  at  its  lowest  with 
only  microscopic  metastases,  showed  that  by  18 
months  only  one  of  twenty  treated  patients 
developed  pulmonary  metastases  as  compared 
to  eighty  per  cent  for  the  control  group. ^ The 
identification  of  effective  single  agent  chemo- 
therapy in  advanced  breast  cancer  led  the  way  to 
the  first  adjuvant  chemotherapy  report  in  breast 
cancer  in  1975  by  Fisher.'^  Phenylalanine 
mustard  (L-PAM)  was  administered  over  a two 
year  period  and  resulted  in  a 9.7  per  cent  relapse 
rate  in  103  patients  as  contrasted  to  a 22  per  cent 
relapse  rate  among  108  controls.  It  significantly 
reduced  the  number  of  relapses  among  the 
premenopausal  patients,  but  did  not  affect  post- 
menopausal patients.  Because  combination 
chemotherapy  (50  per  cent  response)  in  ad- 
vanced breast  cancer  is  more  effective  than 
single  agent  chemotherapy  (phenylalanine 
mustard — 19  per  cent  response),  one  might  ex- 
pect that  it  would  be  equally  more  effective 
when  administered  in  an  adjuvant  manner.  In 
February  of  this  year  Bonadonna'^  reported  the 
use  of  combination  chemotherapy 
(CMF — Cyclophosphamide,  Methotrexate,  and 
5-Fluorouracil)  in  adjuvant  chemotherapy.  At 
twenty-seven  months,  5.3  per  cent  of  207 
patients  treated  with  CMF  relapsed  as  com- 
pared to  24  per  cent  of  179  untreated  control 
patients.  Significant  also  was  that  the  combina- 
tion chemotherapy  was  equally  effective  in  the 
postmenopausal  as  well  as  the  premenopausal 
patients. 

The  ultimate  impact  and  the  final  mode  of 
adjuvant  chemotherapy  in  breast  cancer  is  yet 
to  be  seen.  There  may  be  a possibility  of  ad- 
ditional cures  with  improved  long-term  survival 
rates.  Less  optimistic  would  be  that  adjuvant 
chemotherapy,  like  endocrine  therapy,  only 
delays  the  occurrence  of  relapse.  It  is  also  likely 
that  in  selected  cases  of  breast  cancer  a multi- 
modal approach  of  surgery,  radiotherapy,  and 
adjuvant  chemotherapy  will  prove  to  be  most 
effective. 

The  promising  results  of  adjuvant 
chemotherapy  have  spurred  us  to  recommend 
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this  approach  to  patients  with  Stage  II  breast 
cancer.  The  patients  are  advised  that  the  studies 
are  unconfirmed  and  that  the  long-term  results 
are  not  known,  including  the  long-term  hazards 
of  chemotherapy.  Whenever  acceptable  to  the 
patient,  they  are  registered  on  a research 
protocol.  Physicians,  who  are  not  familiar  with 


cancer  chemotherapy,  and  the  management  of 
its  complications,  are  advised  to  treat  these 
patients  only  with  the  cooperation  of  a medical 
oncologist  in  their  community. 

The  concept  of  adjuvant  chemotherapy  is  ex- 
citing, and  the  results  to  date  provide  promise  of 
usefulness  of  this  approach  in  other  tumors. 

John  H.  Saiki,  MD, 
Albuquerque 
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OUR  COVER 

The  very  essence  of  a New  Mexican  storm  is  captured  in  “Rain  at  Hondo”  painted  by 
Victor  Higgins  around  1935.  While  John  Marin  visited  Taos  in  1929  Higgins  took  advan- 
tage of  his  presence  to  work  at  watercolors  with  him,  and  they  became  good  friends,  fre- 
quently taking  fishing  expeditions  together.  By  the  1930s,  every  stroke  of  Higgins’  water- 
coloring was  performing  a visual  function  in  which  the  media  was  being  mastered. 

Higgins  was  a passionate  third-generation  Irishman  who  caught  the  gift  of  creative  fire 
when  he  was  nine  from  an  itinerant  barn-sign-painter  who  told  him  “Go  study  art  in 
Chicago.”  Six  years  later  his  parents  agreed  he  should  go  to  art  school  but  in  Indianapolis. 
Independent  Victor  had  different  ideas.  He  used  his  savings  to  go  to  the  Chicago  Art  In- 
stitute and  he  later  studied  at  the  Chicago  Academy  of  Fine  Arts. 

Through  painting  posters  for  Chicago  theatres  Higgins  caught  the  attention  of 
Chicago’s  art-fancying  Mayor  Carter  Harrison,  who  helped  Higgins  go  to  Europe  to  study. 
Europe  intrigued,  but  the  teaching  proved  conservative,  failing  to  open  up  the  color 
possibilities  Higgins  sought.  He  returned  to  America,  going  to  Taos  where  in  an  ancient 
American  land  he  developed  the  style  that  brought  both  solidity  and  simplified  vision  to 
his  watercolors. 

Higgins  was  no  beclouded  esthete.  He  liked  people  and  liked  doing  things  for  those  in 
need.  Using  his  car,  he  ran  a personal  rescue  service,  picking  up  a doctor  and  priest 
whenever  he  learned  an  accident  had  taken  place  along  Northern  New  Mexico’s  rough, 
narrow  roads. 

Higgins’  brother  John  reported  how  he  once  arrived  just  after  a lumberjack  had  had  his 
head  laid  open.  It  was  immediately  obvious  medicine  would  be  of  no  benefit.  The  priest, 
administering  last  rites,  urged  the  victim  to  forgive.  The  still  angry  lumberjack  was  dis- 
inclined, answering,  “If  I die  I will  forgive  him,  but  if  I live  that  SOB  better  look  out  for  his 
life.” 

The  Journal  would  like  to  express  its  appreciation  to  John  T.  Higgins,  brother  of  the 
late  artist,  for  permission  to  use  the  reproduction  which  comes  from  his  collection,  and  to 
Dr.  Dean  Porter,  Director  of  the  Art  Gallery  at  the  University  of  Notre  Dame  for  his 
special  assistance.  Dr.  Porter  is  the  author  of  the  catalogue  prepared  for  the  major  Victor 
Higgins  showing  held  both  at  the  Art  Gallery  of  the  University  of  Notre  Dame  and  at  the 
Indianapolis  Museum  of  Art.  AY 
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Lithium  therapy:  a brief  review* 


Carlos  E.  Muniz,  MD,  Gainesville,  Florida  and 
Robert  H.  Gervais,  MD,  Roswell,  New  Mexico 


Because  lithium,  a useful  drug  for  certain 
psychiatric  disorders,  is  a lifetime 
medication,  every  physician  should 
have  a basic  knowledge  of  its  actions 
and  toxicity. 


Lithium  carbonate  has  been  used  extensively  in 
psychiatry  since  1949  when  Cade  first 
recognized  its  use  as  an  anti-manic  agent.  It 
took  twenty-one  years  of  research  and  clinical 
investigation  in  Europe  and  this  country  before 
it  was  finally  approved  by  the  F.D.A.  in  1970. 
The  reason  for  this  delay  is  probably  related  to 
the  dramatic  experience  with  lithium  as  a salt 
substitute  in  the  United  States  in  the  1940’s.  At 
that  time,  lithium’s  toxicity  was  virtually  un- 
known, and  several  deaths  were  reported  in  the 
literature  as  a result  of  its  uncontrolled  use  in 
patients  with  poor  kidney  function. 

Since  1970  much  research  and  clinical  in- 
vestigation has  been  done  with  this  agent,  not 
only  as  an  anti-manic  medication,  but  also  in 
the  treatment  of  certain  types  of  depression  and 
in  the  prophylaxis  of  episodes  of  depression  and 
mania.  Because  patients  on  lithium  are  usually 
required  to  be  on  the  drug  for  a lifetime,  and 
because  of  its  potential  toxicity,  a good 
knowledge  of  this  drug  is  a necessity  for  psy- 
chiatrists and  personal  physicians  at  the  present 
time. 

Pharmacology 

Lithium  is  an  alkaline  metal  which  occupies 
the  38th  position  on  the  list  of  the  most  abun- 
dant elements  in  the  earth’s  crust.  In  the  body  it 


* From  the  Shands  Teaching  Hospital  and  Clinics,  University  of 
Florida,  Gainesville,  Florida.  Dr.  Muniz  is  Assoc.  Prof,  of 
Psychiatry,  University  of  Florida. 


is  not  bound  to  any  serum  or  tissue  protein.  It  is 
excreted  almost  exclusively  by  the  kidneys.  It 
crosses  the  placental  barrier  with  impunity  and 
has  been  found  in  the  serum  of  newborn  infants 
in  the  same  concentration  as  in  the  mother’s 
blood.  Lithium  is  rapidly  absorbed  by  the  gas- 
trointestinal tract  with  blood  levels  peaking 
from  two  to  three  hours  after  an  oral  dose. 
Because  of  this,  in  clinical  practice,  blood 
lithium  levels  are  measured  from  8 to  10  hours 
after  the  last  dose  in  order  to  avoid  sampling 
during  one  of  those  peaks.  Lithium  is  actively 
transported  across  cell  membranes  and  once  in- 
side the  cell  it  cannot  be  pumped  out  as  ef- 
ficiently as  sodium,  with  which  it  is  frequently 
interchanged.  After  administration  of  a single 
oral  dose,  50  per  cent  is  excreted  by  the  kidneys 
within  24  hours  and  more  than  90  per  cent  in  48 
hours.  It  is  in  the  proximal  tubule  of  the  kidney 
that  most  of  the  lithium  is  absorbed.  Renal 
transport  systems  can  distinguish  between 
lithium  and  sodium  ions.  For  example,  diazide 
diuretics,  which  increase  sodium  excretion,  in- 
crease lithium  retention.  In  cases  of  lithium  tox- 
icity a vicious  cycle  is  established  in  which  the 
toxic  levels  of  lithium  lead  to  sodium  diuresis, 
increasing  the  lithium  retention. 

The  mechanism  of  action  of  lithium  is  still 
unknown  but  it  is  possibly  related  to  the  dis- 
placement of  ions  like  sodium,  calcium, 
magnesium  or  others.  It  is  interesting  to  note 
that  lithium  lowers  residual  sodium  which  is  in- 
creased in  both  depressed  and  manic  episodes. 

Clinical  Indications 

Lithium  is  presently  being  used  in  mania,  in 
depression,  and  as  a prophylactic  agent  against 
both  manic  and  depressive  episodes.  In  the 
latest  comeback  of  lithium  as  a useful 
therapeutic  agent  in  medicine,  the  main  claim 
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for  therapeutic  effectiveness,  and  one  that  is 
presently  undisputed,  is  its  usefulness  in  the 
treatment  of  a manic  episode.'  Before  the  ad- 
vent of  lithium,  other  drugs  like  chlorpromazine 
and  haloperidol  were  the  main  therapeutic 
agents  used  for  this  purpose.  Recently  the 
Veterans  Administration  in  collaboration  with 
the  NIMH  conducted  an  extensive  study  com- 
paring the  effectiveness  of  lithium  with 
chlorpromazine  in  a wide  population  of  patients 
suffering  from  manic  episodes.  In  these  studies 
it  turned  out  that  lithium  was  less  effective  than 
chlorpromazine  in  severe  manic  episodes, 
probably  because  of  the  rapid  onset  of  action  of 
the  former  as  compared  with  lithium.^  In  mild 
hypomanic  episodes  lithium  seems  to  be  as  good 
or  better  than  chlorpromazine,  mainly  because 
it  has  a more  specific  anti-manic  effect,  not  in- 
ducing the  drowsiness  or  dulling  of  the  intellect 
seen  at  times  with  chlorpromazine.  Another  fac- 
tor to  take  into  consideration  is  that  not  all  cases 
of  mania  respond  to  lithium.  The  combination 
of  chlorpromazine  and  lithium,  or  haloperidol 
and  lithium,  can  be  initially  employed  during  a 
manic  episode.  In  these  cases  the 
chlorpromazine  or  haloperidol  will  control  the 
manic  episode  rapidly  until  the  blood  levels  of 
lithium  reach  the  therapeutic  range,  at  which 
time  the  chlorpromazine  or  haloperidol  can  be 
gradually  discontinued.  The  combination  of 
lithium  and  high  dose  haloperidol  has  been 
reported  to  produce  irreversible  brain  damage  in 
some  cases. Because  of  this,  the  combination 
should  be  used  cautiously. 

Recently  the  use  of  lithium  is  being  ad- 
vocated in  the  treatment  of  certain  types  of 
depressive  episodes.^  If  the  depressive  episode 
is  part  of  the  picture  of  a bipolar  disorder  us- 
ually the  patient  is  placed  on  lithium,  probably 
concommitantly  with  another  antidepressant 
drug,  usually  a tricyclic  agent.  Lithium  has  also 
been  used  in  the  depressive  episodes  of  the  un- 
ipolar type  with  occasional  success.  Which 
depressed  patient  is  going  to  respond  to  lithium 
and  which  is  not  is  impossible  to  predict  with 
the  present  state  of  our  knowledge.  Recently 
Mendels  has  reported  a series  of  depressed 
patients  with  decreased  levels  of  platelet  MAO 
activity,  all  of  which  responded  to  lithium.  At 
the  present  time,  however,  it  would  be  wise  to 
treat  all  of  the  bipolar  patients  with  lithium  dur- 
ing a depressive  episode,  alone  or  in  combina- 
tion with  other  antidepressants,  but  its  use  in 
the  unipolar  type  of  depression  probably  should 


be  limited  to  refractory  cases  not  responding  to 
other  antidepressants. 


Prophylaxis 

Perhaps  the  best  therapeutic  indication  for 
lithium  is  the  prophylaxis  of  episodes  of  mania 
and/or  depression  in  bipolar  cases.'’  In  these  in- 
stances it  compares  favorably  to  the  tricyclics 
because  it  tends  to  avoid  both  depressive  and 
manic  episodes,  while  tricyclic  drugs  can 
precipitate  mania  in  some  cases.  In  recurrent 
depression,  on  the  other  hand,  maintenance 
with  tricyclic  drugs  seems  to  offer  better  results. 


Other  Psychiatric  Disorders 

Lithium  has  also  been  used  in  schizo- 
affective disorders.''  In  these  patients,  one 
should  consider  the  effect  of  the  drug  on  the 
symptoms  of  an  ongoing  episode,  and  also  its 
prophylactic  effect  during  the  latent  phases. 
Several  authors  have  indicated  that  a good  per 
cent  of  such  patients  when  treated  with  lithium 
during  an  active  episode  tend  to  develop  toxic 
confusional  states.  Johnson  has  compared 
lithium  to  chlorpromazine  in  a group  of  patients 
with  schizo-affective  episodes  and  has  found 
chlorpromazine  to  be  significantly  superior.  A 
different  matter  seems  to  be  the  use  of  lithium 
as  a prophylactic  agent  during  the  latent  phases 
of  schizo-affective  disorders.  The  authors’  ex- 
perience is  that  relapses  can  be  prevented  in 
these  instances  if  lithium  is  used  in  combination 
with  antipsychotic  medication. 

Lithium  has  also  been  used  to  curb 
aggression,  since  animal  research  strongly 
suggested  a beneficial  effect  on  this  type  of 
behavior.  Two  studies  done  on  populations  of 
violent  prisoners  showed  beneficial  effect,  but  a 
large  scale  controlled  study  is  badly  needed  to 
clarify  this  issue.'  In  a study  examining  the 
effectiveness  of  lithium  in  convulsive  disorders, 
Irwin  reported  a decrease  in  aggressiveness.  In 
premenstrual  tension  it  has  been  reported  to  act 
favorably.''  In  these  instances  it  has  been  given 
eight  days  prior  to  the  menstrual  period  with  no 
blood  control.  Recently  a report  appeared  in  the 
literature  on  its  effectiveness  in  alcoholism, 
mainly  in  the  episodic  excessive  drinker  who 
might  have  an  affective  component.®  Presently  a 
large  scale  V.  A.  study  is  being  conducted  to  try 
to  confirm  this  observation.  However,  its  use  in 
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disorders  other  than  manic-depressive  illness  is 
still  at  the  experimental  stage. 

Dosage 

Lithium  is  administered  per  os  in  capsules 
containing  300  mg.  of  the  carbonate  salt.  The 
therapeutic  blood  level  range  is  usually  between 
0.6  mEq/L  and  1.2  mEqA^.  To  reach  this 
therapeutic  level  the  amount  of  medication  that 
needs  to  be  given  varies  considerably  according 
to  the  renal  excretion  rate  which  varies  con- 
siderably from  one  patient  to  another.  The  usual 
starting  dose  is  around  1800  mg.  given  in  divided 
doses  4 times  a day  until  the  desired  blood  level 
is  obtained  at  which  time  the  amount  is  reduced 
to  the  maintenance  level,  which  again  exhibits  a 
wide  variation  between  patients,  ranging 
usually  from  600  mg.  per  day.  Once  this 
maintenance  dose  is  established,  the  blood  level 
remains  fairly  stable,  unless  there  is  an  extreme 
loss  of  sodium,  as  in  profuse  sweating  or 
diarrhea,  at  which  time  the  daily  dose  has  to  be 
reduced.  If  the  lithium  is  started  during  a manic 
phase,  the  blood  level  at  which  the  episode  sub- 
sides will  be  the  therapeutic  blood  level  for  that 
particular  patient.  When  lithium  is  started  dur- 
ing a latent  phase  the  blood  level  should  be 
maintained  at  around  0.8  mEq/L  and  if  in- 
cipient signs  of  another  episode  start  at  a later 
date  the  dose  will  have  to  be  readjusted. 

Toxicity 

Lithium  is  toxic  mainly  to  the  central 
nervous  system.^®  Symptoms  of  toxicity  should 
be  differentiated  from  undesirable  side  effects 
without  clinical  significance.  Toxicity  takes  two 
or  three  days  to  fully  develop.  During  this  period 
of  time  the  patient  or  his  family  can  become 
aware  of  the  symptoms,  and  if  lithium  is  then 
stopped,  in  24  or  36  hours  they  will  subside  with 
no  permanent  damage.  Toxic  symptoms  usually 
correlate  well  with  serum  levels.  A few  cases 
have  been  reported  in  the  literature  in  which 
they  have  occurred  with  blood  levels  well  within 
the  therapeutic  range.  Because  of  this,  although 
blood  levels  serve  as  useful  guidelines,  reliance 
on  them  should  not  be  absolute,  and  the  patient 
and  immediate  family  should  be  instructed 
about  the  toxic  symptoms,  and  told  to  stop  the 
medication,  and  report  promptly  to  the 
therapist  if  any  of  them  make  their  appearance. 

Side  effects,  on  the  other  hand,  are  often  seen 
at  the  beginning  of  treatment.  They  do  not  cor- 


relate with  blood  levels  and  usually  do  not 
necessitate  reduction  in  dose.  They  consist  of 
mild  tremors,  nausea,  loose  stools,  fatigue  and 
mild  polyuria  and  polydypsia.  The  polyuria  and 
polydypsia  reflect  a nephrogenic  diabetes  in- 
sipidus, which  usually  subsides  spontaneously 
within  a few  days.  On  a few  occasions  it  becomes 
troublesome  enough  to  necessitate  the  discon- 
tinuation of  the  agent.  A metallic  taste  and  a 
change  in  the  taste  of  butter  is  reported  by  some 
patients  on  lithium.  Some  patients  increase  in 
weight  during  the  first  six  months  of  therapy 
and  then  weight  stabilizes.  A high  white  blood 
cell  count,  at  times  reaching  as  high  as  16,000 
per  cubic  ml.,  without  a shift  to  the  left,  is  a fre- 
quent occurrence  with  no  clinical  significance. 
Alopecia,  hyperkeratotic  folliculitis,  and 
epileptic  seizures  have  been  occasionally 
described  in  the  literature. 

At  times  a confusional  episode,  sometimes 
accompanied  by  visual  hallucinations  or  il- 
lusions, is  seen  in  patients  with  serum  levels  well 
within  the  therapeutic  range.  These  patients  do 
not  show  the  classic  central  nervous  system  toxic 
symptoms  and  signs.  The  EEG  reflects  a toxic 
metabolic  encephalopathy,  and  the  picture  sub- 
sides soon  after  the  lithium  is  discontinued. 

Serious  central  nervous  system  toxic  symp- 
toms consist  of  ataxia,  gross  tremors,  muscle 
fasiculation,  increased  deep  reflexes,  vomiting, 
diarrhea,  progressive  drowsiness,  fever  and  con- 
vulsions, resulting  in  death  if  the  drug  is  not 
stopped  on  time. 

On  a few  occasions  an  enlargement  of  the 
thyroid  gland  with  mild  myxedema  is  seen  after 
the  patient  has  been  taking  lithium  for  more 
than  six  months.  Most  of  the  time  the  drug  does 
not  need  to  be  discontinued.  Thyroxin  can  be 
added  if  needed.  On  very  few  occasions  the 
medication  needs  to  be  discontinued  at  which 
time  the  enlargement  subsides  and  the  thyroid 
function  returns  to  normal. 

In  pregnancy,*’  during  the  first  trimester,  it 
should  be  used  cautiously,  if  at  all,  because 
animal  studies  have  shown  a teratogenic  effect, 
but  at  doses  much  higher  than  the  ones  usually 
given  in  clinical  practice.  The  registry  of  lithium 
babies  in  this  country  and  Denmark  has  not 
shown  any  increase  in  the  incidence  of  fetal 
malformations  as  compared  with  the  rest  of  the 
population  when  lithium  is  administered  at  the 
usual  therapeutic  dosage. 
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Summary 

The  main  therapeutic  indication  for  lithium 
is  the  prophylaxis  of  episodes  of  mania  and 
depression  in  the  circular  or  bipolar  type  of  dis- 
order, characterized  by  recurrences  of  both 
manic  and  depressive  episodes.  Many  patients 
in  whom  this  drug  is  effective  should  take  it 


throughout  their  life.  Because  it  is  a lifetime 
medication,  both  primary  care  physicians  and 
psychiatrists  should  have  a basic  knowledge  of 
the  drug.  The  therapeutic  indications  for 
lithium,  the  way  it  is  used,  its  side  effects  and 
toxicity,  are  briefly  discussed  in  this  article.  • 
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Nasal  polyposis  and  sinusitis  in 

cystic  fibrosis 


Stuart  B.  Paster,  MD,  and  Jerome  Burstein,  MD, 
Albuquerque,  New  Mexico* 


Cystic  fibrosis  is  now  appearing  in 
milder  form  or  partial  expression 
of  the  disease.  The  occurrence  of 
nasal  polyposis  and  sinusitis  in 
patients  with  abnormal  chest  x-rays 
may  be  the  clue  to  its  diagnosis. 


In  the  fast  cystic  fibrosis  has  been  diag- 
nosed in  the  neonate  on  the  basis  of  its  gas- 
trointestinal manifestations  or  in  early 
childhood  by  its  pulmonary  manifestations.  In 
the  last  few  years,  milder  forms  of  the  disease,  or 
partial  expressions  of  it,  have  been  recognized, 
in  young  adults.  Such  a case  with  the  associa- 
tion of  nasal  polyps  and  sinusitis  is  the  subject  of 
the  following  report. 

CASE  REPORT 

A 25-year-old  Caucasian  male  first  developed  chronic 
nasal  stuffiness  and  rhinorrhea  at  age  13  and  subsequently 
underwent  multiple  nasal  polypectomies  and  surgical 
procedures  for  chronic  sinusitis.  While  in  the  army,  he 
developed  dyspenea  on  exertion,  with  wheezing  and  frequent 
upper  respiratory  infections  with  purulent  suptum.  Based  on 
an  abnormal  chest  x-ray,  a diagnosis  of  sarcoid  was  made, 
but  a course  of  steroid  therapy  did  not  bring  relief  of 
respiratory  symptoms.  An  allergy  evaluation  at  age  24 
demonstrated  nasal  smears  1-plus  positive  for  eosinophils 


* From  the  Department  of  Radiology.  University  of  New  Mexico 
School  of  Medicine,  Albuquerque,  New  Mexico  87131.  Address 
reprint  request  to  Stuart  B.  Paster,  MD. 


and  scratch  tests  strongly  positive  to  multiple  environmen- 
tal allergins.  One  year  of  desensitization  injections  provided 
no  relief.  A childhood  history  of  “celiac  disease”  had  been 
“cured  with  bananas.” 

On  physical  examination,  there  was  erythema  of  the 
nasal  mucosa,  clubbing  of  the  fingers,  and  a few  scattered 
pulmonary  rhonchi.  A chest  x-ray  (Fig.  1)  and  full  lung 
tomograms  (Fig.  2)  showed  linear  and  cystic  changes 
bilaterally,  most  severe  in  the  upper  lobes,  consistent  with 
bronchiectasis.  Prominent  proximal  pulmonary  arteries 
suggested  pulmonary  hypertension.  A sinus  series 
demonstrated  mucosal  thickening  and  pansinusitis. 

Skin  test  for  mumps  and  tuberculosis  were  negative. 
Alpha-1  anti-trypsin  was  525  milligrams  per  cent  (normal 
200 — 400  milligrams  percent).  IgA  was  normal,  while  IgG 
was  1.7  grams  per  cent  (normal  0.9 — 1.5  grams  percent)  and 
IgM  was  264  milligrams  per  cent  (normal  50 — 200 
milligrams  per  cent).  Carotene  was  20  micrograms  per  cent 
(normal  100 — 300  micrograms  per  cent)  and  there  was  4-plus 
free  fatty  acid  in  the  stool.  Pulmonary  function  tests 
revealed  moderate  restrictive  and  severe  obstructive  ven- 
tilatory defects  with  marked  improvement  after 
bronchodilators.  Lung  volumes  indicated  moderate 
hyperinflation,  and  diffusion  capacity  was  normal.  There 
was,  in  addition,  mild  hypocapnic  alkalosis  along  with 
moderately  diminished  arterial  PO2.  Sweat  chloride  was  116 
milliequivalents  per  liter  with  repeat  value  134  millie- 
quivalents  per  liter  (normal  less  than  70  milliequivalents  per 
liter).  Sperm  count  was  zero. 

Discussion 

In  young  adults,  chronic  pulmonary  disease 
and  nasal  polyposis  should  suggest  the  diagnosis 
of  cystic  fibrosis.  Schwartz  and  Holsclaw 
recently  described  fifty-five  patients  over  age  17 
with  pulmonary  involvement  in  cystic  fibrosis.' 
The  lung  is  the  major  target  organ  and  the  basic 
pathology  is  bronchial  obstruction  due  to  ex- 
cessively viscid  secretions.  Impeded  drainage 
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Fig.  1.  PA  chest  film.  There  are  cystic  and  interstitial  linear 
changes  involving  both  lungs  with  predominant  upper  lobe 
distribution.  The  main  pulmonary  artery  and  both  right  and 
left  pulmonary  arteries  are  enlarged  suggesting  pulmonary 
arterial  hypertension. 


and  ventilation  result  in  over-inflation,  atelec- 
tasis, infection,  and  bronchiectasis.  Earliest 
roentgenographic  changes  include  accentuation 
and  haziness  of  vascular  shadows,  with  predomi- 
nant upper  lobe  distribution.  Linear  interstitial 
markings  become  reticulonodular,  and  upper 
lobe  volume  loss  results  in  hilar  retraction. 
Thickened  bronchial  walls  and  interstitium 
result  in  cyst-like  ectatic  bronchi  or  bronchioles, 
giving  the  characteristic  cystic  bronchiectasis. 
Progression  of  these  changes  may  lead  to  the  so- 
called  honeycomb  lung.  The  main  pulmonary 
arteries  are  frequently  large  and  often  cannot  be 
readily  separated  from  coexistent  hilar 
adenopathy. 

Shwachman  and  others  evaluated  the  in- 
cidence of  nasal  polyposis  in  patients  with  cystic 
fibrosis  and  found  an  incidence  of  6.7  per  cent  of 
742  patients. “ The  majority  of  these  patients 
were  over  10  years  of  age.  Almost  half  of  these 
patients  with  nasal  polyposis  had  no  evidence  of 
allergy,  and  the  symptoms  of  nasal  obstruction, 
discharge,  stuffiness,  or  wheezing,  were  ex- 
plained as  symptoms  of  cystic  fibrosis  with  nasal 
polyposis.  The  other  half  of  this  group  with  nasal 
polyposis  were  considered  to  be  atopic.  Crozier, 
however,  has  found  that  all  of  his  patients  with 
cystic  fibrosis  and  nasal  polyposis  have  positive 
tests  to  allergins.'^ 


Fig.  2.  AP  tomogram.  The  upper  lobe  bronchi  bilaterally 
show  thickened  walls  along  with  some  areas  of  cystic  dilata- 
tion in  the  region  of  the  right  upper  lobe. 


Patients  with  cystic  fibrosis  frequently  have 
associated  chronic  sinusitis,  and  consequently 
there  is  a high  frequency  of  nasal  polyps.  These 
polyps  are  inflammatory  in  nature  and  can  be 
caused  by  either  infectious  or  allergic  etiologies. 
When  examined  histologically,  these  polyps  are 
noted  to  be  edematous  mucus  membranes  which 
balloon  out  and  become  polypoid.  They  repre- 
sent sacs  of  flat  cuboidal  epithelium  which  are 
filled  with  water,  eosinophils,  and 
polymorphonuclearcytes. 

Pancreatic  insufficiency  is  present  in  85  to  90 
per  cent  of  patients  with  cystic  fibrosis  and  the 
gastrointestinal  manifestations  of  such  patients 
may  include  meconium  ileus,  intestinal  atresia, 
and  rectal  prolapse.  Because  of  partial  expres- 
sion of  the  disease,  it  is  occasionally  first 
diagnosed  on  barium  enema  presenting  as  mul- 
tiple polypoid  defects  due  to  hypertrophied 
mucus  glands.  Malabsorption  is  not  uncommon 
and  in  our  patient  the  past  history  of  “celiac  dis- 
ease” with  low  serum  carotene,  and  free  fatty 
acid  in  the  stool  suggest  this  diagnosis. 

The  sweat  sodium  chloride  concentration, 
when  elevated,  is  accepted  as  the  most  reliable 
laboratory  indicator  for  cystic  fibrosis. Elevated 
sweat  sodium  chloride  is  present  at  birth  and 
persists  throughout  life  and  appears  unrelated  to 
the  severity  of  disease.'’  Observations  have 
shown  that  except  for  decreased  transductal  ab- 
sorption of  sodium  and  chloride  the  gland  is 
morphologically  and  physiologically  normal.® 
Occasionally  other  diseases  such  as  nephrogenic 
diabetes  insipidus,  untreated  adrenal  insuf- 
ficiency, and  occasionally  malabsorption  and 
edema  have  an  inconsistently  elevated  sodium 
chloride.  Although  not  a difficult  test,  in 
laboratories  where  it  is  done  infrequently  the  in- 
cidence of  false  negatives  and  false  positives 
may  be  high.^ 
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Prepared  by  Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico* 


What  is  the  rhythm  disturbance? 
What  is  the  treatment? 
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Summary 

A case  is  described  in  which  the  diagnosis  of 
cystic  fibrosis  was  established  in  a 25-year-old 
male  based  on  the  association  of  chronic 
recurrent  nasal  polyposis,  sinusitis,  bronchiec- 
tasis, and  a childhood  history  of  “celiac  dis- 
ease.” Sinusitis  and  polyps  are  common  in 
patients  with  cystic  fibrosis,  with  the  frequency 


of  polyps  approximately  six  to  fifteen  per  cent.^-^ 
The  association  of  allergic  symptoms 
specifically  with  nasal  polyps,  sinusitis,  and 
chronic  interstitial  lung  disease  in  the  young 
adult  should  suggest  the  proper  diagnosis  of 
cystic  fibrosis,  and  a sweat  sodium  chloride 
should  be  obtained  for  confirmation.* 
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Sequential  tendon  rupture 

Systemic  Lupus  Erythematosus* 


James  Mayer,  MD,  Sergio  Ilic,  MD,  Raphael  J.  DeHoratius,  MD, 
Ronald  P.  Messner,  MD  and  Rodrigo  Hidalgo,  MD,  Albuquerque,  New  Mexico 


Tendon  ruptures  can  occur  in  systemic  lupus 
erythematosus  (SLE).  There  have  been  ten 
documented  cases  in  the  steroid  era.'  "’  We  now 
report  a patient  who  experienced  acute  rupture 
of  both  patellar  tendons  followed  immediately 
by  partial  rupture  of  the  left  triceps  tendon. 

CASE  REPORT 

A 29-year-old  Spanish-American  male,  had  the  following 
manifestations  of  SLE:  classic  butterfly  rash,  photosen- 
sitivity, nondeforming  arthritis,  pleuritis  and  effusion, 
pericarditis,  membranous  glomerulonephritis  with  immune 
complexes  detected  by  immunofluorescent  microscopy,  and 
tuboreticular  structures  observed  by  electron  microscopy, 
hypocomplementemia,  positive  lupus  erythematosus  cell 
preparations,  and  anti-nDNA,  Sm  and  RNP  antibodies. 
Associated  findings  included  low  back  pain  with  sacroiliac 
tenderness  and  limitation  of  movement.  Radiologic  changes 
of  sclerosis  and  widening  were  present.  Histocompatibility 
typing  revealed  a phenotype  of  HLA:  Al.  A9,  B8  and  B27.  A 
right-sided  aortic  arch  was  present  on  chest  x-ray  and 
electrocardiogram  showed  the  Lown  Ganong  snydrome. 
Treatment  primarily  with  aspirin  and  varying  doses  of  pred- 
nisone resulted  in  normalization  of  his  proteinuria, 
creatinine  clearance,  hypocomplementemia  and  facial  rash. 
The  prednisone  dosage  ranged  from  10  to  60  mg  daily  and 
was  40  mg  every  other  day  at  the  time  of  his  admission. 

Seven  months  prior  to  his  present  admission,  the  patient 
had  a partial  rupture  of  his  right  triceps  tendon  while  lifting 
a heavy  object.  Conservative  treatment  with  rest  and 
splinting  was  instituted  with  recovery  of  full  range  of  motion 
and  strength  during  the  ensuing  six  months.  Two  months 
prior  to  admission,  he  sustained  a partial  rupture  of  his  left 
triceps  tendon  under  similar  circumstances.  Conservative 
measures  again  yielded  good  results. 


* From  the  Departments  of  Orthopedics  and  Medicine,  Veterans  Ad- 
ministration Hospital,  and  the  University  of  New  Mexico  School  of 
Medicine.  Albuquerque,  New  Mexico,  871,31.  Reprint  requests  to 
Dr.  Ronald  P.  Messner. 


On  the  day  of  admission,  while  playing  billiards,  the 
patient  experienced  bilateral  rupture  of  his  pateller  tendons. 
As  his  legs  gave  way,  he  caught  himself  with  his  left  arm  and 
felt  his  elbow  give  way.  He  was  brought  to  the  hospital  im- 
mediately where  physical  examination  showed  him  to  be  in 
acute  distress  and  unable  to  walk  or  actively  extend  his 
lower  legs.  Marked  soft  tissue  swelling  of  both  knees  was 
present,  and  the  patellar  tendons  were  not  palpable.  Both 
patellae  were  palpated  high  over  the  femoral  condyles.  The 
left  elbow  showed  marked  tenderness  over  the  olecranon 
area  with  a loss  of  extension  at  the  elbow.  A tender  mass  was 
present  in  the  triceps  muscle  proximal  to  the  olecranon. 

The  patellar  tendons  were  repaired  surgically.  Biopsy  of 
the  tendon  at  surgery  disclosed  dense  collagenous  fibrous 
tissue  with  disruption  of  the  fibers  and  recent  linear 
hemorrhage.  A focal  polymorphonuclear  infiltrate  was  seen 
in  the  vicinity  of  the  hemorrhage.  A lymphocytic  infiltrate 
was  not  present.  The  tissue  lacked  nuclei,  suggesting  pre- 
existing necrosis  before  rupture. 

Discussion 

This  patient  dramatically  illustrates  the 
potential  for  major  tendon  rupture  in  SLE.  The 
patient  was  literally  “let  down”  by  both  knees, 
and  then  the  elbow  as  he  tried  to  recover. 
Including  the  present  patient,  eight  of  eleven 
reported  cases  of  tendon  rupture  in  SLE  in- 
volved simultaneous  or  closely  sequential 
bilateral  rupture  of  major  supporting  tendons  of 
the  lower  extremities.  Biopsy  of  the  tendon  in 
our  patient  failed  to  show  evidence  of  chronic  in- 
flammation. Whether  rupture  in  these  patients 
is  due  to  SLE  itself  or  to  treatment  with  cortico- 
steroids is  still  an  unresolved  question.  Few 
reports  exist  documenting  rupture  of  tendons  in 
patients  receiving  steroids  for  diseases  which  do 
not  directly  involve  the  tendons.' Documenta- 
tion of  such  cases  if  they  exist  would  help  settle 
this  dispute.  • 
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Atrial  flutter  and  audible  sounds 

of  atrial  contractions 


A case  report 


Jochen  Thormann,  MD,  Bad  Nauheim,  West  Germany* 


Nineteen  cases  registered  between  1931  and 
1967  of  audible  atrial  contractions  in  the  pres- 
ence  of  atrial  flutter  have  been 
reported. Since  such  accounts  are 
rare,  but  when  well  documented  are  specially 
suited  in  helping  clarify  such  complex 
mechanisms  as  the  interaction  between  the 
atrium  and  ventricle,  the  report  of  another  such 
a case  seems  justified. 


CASE  REPORT 

A 52-year-old  Caucasian  housewife  with  known 
rheumatic  double-valvular  heart  disease  was  admitted  to 
the  Kerckhoff-Klinik  in  March,  1975,  for  further  evaluation 
by  cardiac  catheterization.  At  age  43  she  first  experienced, 
with  moderate  exercise,  palpitations  and  shortness  of 
breath.  She  was  hospitalized  eight  years  later  for  an  “acute 
bout  of  shortness  of  breath”  (pulmonary  edema).  Since  then 
she  has  experienced  exertional  dyspnea  and  has  developed 
orthopnoea  with  increasing  frequency.  Intermittently,  she 
has  also  felt  a heaviness  and  presure  across  her  chest  and  has 
been  disturbed  by  rapid,  and  at  times,  irregular  pulsations 
of  the  heart  at  rest,  as  well  as  an  annoying  “pumping  ac- 
tion”. 

Upon  physical  examination  there  was  evidence  of  some 
venous  distention,  spastic  respiratory  sounds  over  both 
lungs,  a precordial  heave,  an  accentuated  second  heart 
sound  in  the  pulmonic  area  without  an  accentuated  Si,  a 
systolic  grade  3/6  apical  murmur  and  an  early  Si  with  a 
grade  2/6  diastolic  murmur.  In  addition,  there  was  a grade  1- 
2/6  systolic  murmur  in  the  aortic  area  transmitted  to  the 
neck  and  a grade  2/6  diastolic  murmur  transmitted  to  the 
apex.  The  liver  edge  was  palpable  2 FB  below  the  costal 
margin.  There  was  no  peripheral  edema.  On  the  following 
day,  with  the  auscultatory  findings  otherwise  unchanged, 
clicking  sounds  in  rapid,  regular  sequence  were  heard  max- 
imally in  the  area  of  the  3-4th  intercostal  space  along  the  left 


* Dr.  Thormann  was  formerly  Fellow  in  Cardiology.  Bataan 
Hospital,  Albuquerque.  New  Mexico.  Address  for  reprints:  Dr. 
med  •].  Thormann,  D 63.50  Bad  Nauheim,  Kerckhoff-Klinik, 
Benekestr.  6-8, 


Fig.  /.  Simultaneous  echocardiogram  (E)  and  ECO  (upper 
panel)  at  paper  speed  of  50  mm/sec.  Atrial  flutter  at  (F—) 
rate  of  26(tlmin  and  a moderate  degree  of  mitral  stenosis 
(velocity  of  ant.  mitral  leaflet  = 26  mm/sec)  are  presented. 
In  the  E.  small,  but  abrupt,  motions  of  the  ant.  leaflet  with 
each  F-wave  are  suggested.  The  ECO  (lower  panel)  shows 
atrial  flutter  and  left  ventricular  hypertrophy. 
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sternal  border.  Atrial  flutter,  with  changing  atrioventricular 
(A-V)  block  (Fig  1,2)  and  left  ventricular  hypertrophy,  were 
registered  in  the  ECG.  A phonocardiogram,  recorded 
simultaneously  from  the  left  sternal  border,  showed  syn- 
chrony between  tbe  F-waves  of  atrial  flutter  in  the  ECG  and 
the  described  clicking  sounds  (Fig  2).  Although  these  rapid 
sounds  could  not  be  palpated  over  the  apex,  they  were  dis- 
tinctly represented  in  the  apex  cardiogram  (Fig  4),  provided 
the  A-V  block  was  at  least  4:1.  They  seemed  even  to  be 
represented  in  the  echocardiogram  by  slight,  abrupt  motions 
of  tbe  anterior  mitral  leaflet  (Fig  1,  upper  panel).  Chest 
tluroscopy  disclosed  an  enlarged  heart,  mitral  configuration, 
pulmonic  congestion,  and  calcification  in  the  mitral  area 
with  some  calcification  in  the  aortic  area  also. 
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F(g.  2.  Simultaneous  phonocardiogram  (a.  -e.)  and 
electrocardiogram  (50  mm/sec)  graphically  showing  the 
flutter  (F—)  sounds  at  a rate  of  260lmin.  during  both  systole 
and  diastole.  The  phonocardiogram  was  taken  in  the  4th  in- 
tercostal space  4 cm  lateral  to  the  left  sternal  border. 


On  the  basis  of  these  indirect  cardiac  evaluations  (Fig  1- 
o),  the  diagnosis  of  combined  mitral  valvular  disease  and 
aortic  insufficiency  was  made.  Intracardiac  pressures  on  car- 
diac catheterization  were  as  follows:  RV  = 60/0-9  mmHg,  LA 
mean  2.5  mmHg.  diastolic  gradient  LV/LA  = 10-18  mmHg, 
gradient  LV/aorta  = 10  mmHg.  LVEDP  = 20  mmHg  and 
cardiac  index  = 2. .3  L/min/M.-  Aortic  insufficiency  was 
proven  angiographically  as  well  as  by  analysis  of  the  aortic 
pressure  curve. 

Adequate  diuretic  therapy  and  digitalization  resulted  in 
a weight  loss  of  4 kg.  Rapid  atrial  stimulation  easily  con- 
verted atrial  flutter  into  sinus  rhythm  which  led  to  the 
registration  of  a presystolic  murmur  in  the  phonocardiogram 
(Fig  5)  and  the  disappearance  of  the  atrial  clicking  sounds. 
Double  valvular  replacement  with  Bjork-Shiley  valves,  both 
in  aortic  and  mitral  position,  was  carried  out  at  Giessen  Uni- 
versity Hospital,  dept,  of  cardiovascular  surgery,  on  June  9, 
1975.  The  postoperative  course  has  been  uneventful. 


Fig.  3.  Apex  cardiogram  (c.)  recorded  simultaneously  with 
phonocardiogram  (a.,  b.)  and  electrocardiogram  at  a paper 
speed  of  50  mm/sec.  Atrial  sounds,  marked  by  vertical  bars, 
are  in  line  with  the  flutter  waves  (F).  A transmission  of  the 
atrial  beats  (260/min)  to  the  apex  is  hardly  noticeable  here. 


Fig.  4.  Simultaneous  recording  of  ECG  lead  11,  phonocar- 
diogram (a.,  h.)  and  apex  cardiogram  (c.),  the  top  of  which  is 
cut  off  (interrupted  line).  Atrial  beats  (atrial  sounds  are 
marked  by  vertical  bars)  are  transmitted  to  the  apex 
(upright  arrowheads)  during  atrial  flutter  at  a rate  of 
260fmin.  Paper  speed  is  50  mmfsec. 

Discussion 

It  can  be  deduced  from  analysis  of  the  case 
and  relevant  literature  that  audibility  of  the 
atrial  contractions,  the  “F-sounds”  of  atrial 
flutter,  depends  on  an  advanced  degree  of  A-V 
block  of  at  least  4: '•2.11.14  ^^hJch  might  also  ex- 
plain the  rarity  of  such  findings.  An  alternative 
diagnosis  of  this  sound  might  be  a presystolic 
gallop  (S4),  said  to  be  produced  by  vibrations  of 
the  ventricular  myocardium  which  tautens  dur- 
ing an  increased,  late  systolic  filling  by  an  atrial 
systole.  However,  an  S4  occurs  later  (usually 
0.12-0.  14  sec.  after  onset  of  the  P wave)  than  an 
F-sound,  which  is  found  near  the  peak  of  the  P 
wave  in  the  electrocardiogram.  An  argument 
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Fjg.  5.  Phonocardiogram  (a.  -e.)  and  ECG  lead  11  recorded  simultaneously  after  conversion  to  sinus  rhythm:  recumbent  (A),  in 
left  lateral  position  (B)  and  with  an  apex  cardiogram  (C).  A presystolic  murmur  (PM)  has  now  appeared,  representing  atrial 
contraction  at  sinus  rhythm. 


against  a S4  genesis  of  the  sound  in  question  is 
that  it  can  also  be  heard  during  systole  (Fig  2) 
when  A-V  valves  are  closed.  Futhermore,  a 
stenotic  mitral  valve  would  hinder  the  rapid  fill- 
ing of  the  left  ventricle,  which  itself  certainly 
could  not  increase  significantly  through  atrial 
contractions  during  flutter  with  rates  of  around 
280/min.  Another  strong  argument  against  a S4 
genesis  of  the  sound  is  that  the  origin  of  the  F- 
sound  has  been  localized  in  the  atrium  by  in- 
tracavitary phonocardiography." 

An  opening  snap  (OS)  has  been  suggested  as 
a further  possible  mechanism  for  the  genesis  of 
F-sounds.  Identical  frequency  modulations 
found  in  both  these  sounds  favor  this  view 
together  with  the  fact  that  both  sounds  are 
picked  up  best  in  the  3-4th  intercostal  space 
along  the  left  sternal  border,  while  a S4  has  a 
lower  frequency  range  and  is  best  heard  either 
over  the  apex  or  over  the  left  lower  sternal 
border.  Traditional  opinion  is  that  an  OS  is 
created  by  a sudden  downward  movement  of  a 
thickened  fibrotic  valve  into  a taut  position. 
Quite  the  same  effect,  created  by  atrial  contrac- 
tions and  represented  as  F-waves  in  the  ECG,  is 
held  responsible  for  audible  F-sounds." 

F-sounds,  aside  from  those  occurring  with 
atrial  flutter,  have  been  observed  in  cases  of 
“coarse”  atrial  fibrillation  or  atrial  flutter- 
fibrillation  as  well.""'’  Given  reliable  proof  for 


the  atrial  genesis  of  F-sounds,"  it  is  important 
that  experimental  investigations  have  produced 
evidence  that  atrial  flutter  is  unifocal  in  all  cases 
while  atrial  fibrillation  can  be  both  uni-  and 
multifocal.""®  Therefore,  the  F-sounds  in  atrial 
flutter-fibrillation,  if  unifocal,  could  well  be 
responsible  for  “organized”  contractions  of  the 
atria.  The  representation  of  F-waves  by  slight, 
abrupt  motions  of  the  anterior  mitral  leaflet  in 
the  echocardiogram  has  also  been  reported  in 
three  cases"  but,  to  our  knowledge,  has  never 
been  registered  before. 

Summary 

The  literature  seems  to  bear  out  the  opinion 
that  F-sounds  in  atrial  flutter  are  based  on  atrial 
contractions  which  increase  with  the  increasing 
filling  of  the  left  ventricle,  that  they  originate  in 
the  atrium  alone,  that  they  are  generated  on  the 
basis  of  a mechanism  much  like  that  of  an  OS, 
and  that  their  audibility  depends  not  only  on  the 
degree  of  A-V  block  (at  least  4:1),  but  the 
amount  of  ventricular  filling  as  well,  since  F- 
sounds  disappear  with  cardiac  recompensation, 
and  they  are  more  pronounced  with  the  increase 
of  venous  return  (legs  are  lifted  90°  from  a 
reclining  position).  • 

ackn()wledgemp:nt 

'I'he  author  has  submitted  this  paper  in  appreciation  to  his  in- 
structors in  Cardiology  at  the  Bataan  Memorial  Hospital,  Albuquer- 
que.— Dr.  .James  Conrad,  Dr.  Frank  Mowry,  and  Dr.  Richard  Pyle. 
See  p.  28.3  for  references. 
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Intramedullary  hang-ups 


Edward  Parnall,  MD,  Albuquerque,  New  Mexico 


“After  all.  Every  man  has  his 
hang-ups!”* 

The  "HANG  UP"  TO  BE  mentioned  in  this  short 
communication  is  undoubtedly  a less  serious 
one,  viewed  from  the  standpoint  of  Eternity, 
than  the  ones  touched  upon  by  Schlepfuss. 
However,  it  can  be  of  immediate  concern,  and 
far  from  trivial,  when  things  get  sticky  in  the 
operating  room. 

In  a paper  read  long  ago  at  a session  of  the 
American  Academy  of  Orthopedic  Surgeons,  the 
late  great  J.  Albert  Key  discussed  the  treatment 
of  fractured  femora  by  means  of  intramedullary 
nails,  and  in  particular  some  of  their  com- 
plications. He  touched  upon  the  embarrassing 
occasion  in  which  the  long  nail  proceeds  blithely 
down  the  intramedullary  canal,  and  suddenly 
stops,  resisting  all  attempts  at  driving  it 
further — and  conversely,  all  attempts  at  pulling 
it  back  along  its  path.  His  solution  was  to  wrap 
the  protruding,  undriven  portion  of  the  nail  in  a 
sterile  towel,  and  send  the  patient  back  to  bed, 
to  await  spontaneous  loosening.  After  Dr.  Key’s 
paper,  this  humble  acolyte  approached  him  and 
told  him  of  his  (the  acolyte’s)  way  of  freeing  the 
intramedullary  nail  on  the  spot.  He  seemed  to 
approve,  and  suggested  that  it  be  published. 
The  paper  was  long  delayed,  but  here  is  the 
writer’s  simple  approach  to  the 
problem — dedicated  with  great  affection  to  J. 
Albert  Key. 

*Dr.  Nikker  Schlepfuss.  as  quoted  by  Fidelis  J.  Hoff, 


The  obstruction  to  the  further  progress  of  an 
intramedullary  nail  is  usually  due,  not  to  any 
generalized  narrowing  of  the  calibre  of  the  in- 
tramedullary canal,  but  rather  to  a localized  en- 
dosteal knob  (not  a real  exostosis)  that  is  gently 
rounded  (Fig.  1).  It  treacherously  allows  the  nail 
to  slip  a little  way  past  it,  grooving  it  (especially 
in  the  case  of  a Hansen-Street  nail),  and  then 
clamps  down.  Checking  by  x-ray  is  quite  useless. 
However,  the  level  of  the  log  jam  is  easily 
localized  by  measurement  of  the  undriven  por- 
tion of  the  nail  and  simple  subtraction  (Fig.  2). 
Then,  with  a thin  narrow  osteotome,  a slot  is  cut 
through  the  cortex  of  the  femur,  lengthwise,  and 
the  tip  of  nail  localized.  The  slot  can  then  be 
carefully  lengthened,  without  increasing  its 
width,  and  the  endosteal  bulge  located  (Figs.  3 
and  4).  The  endosteal  knob  is  then  cut  through 
at  its  base  (Fig.  5),  picked  out  like  a nut  meat, 
and  the  nail  slides  on. 

It  goes  without  saying  that  an  ounce  of 
prevention  is  worth  a pound  of  cure.  I believe 
that  all  medullary  canals  should  be  reamed  out 
beforehand.  It  seems  to  me  wisest  to  use  a long 
shanked  electrician’s  drill,  of  a slightly  greater 
diameter  than  the  nail.  The  various  “broaches” 
made  of  stainless  steel  by  the  instrument  com- 
panies, seem  to  me  inadequate,  since  they  get 
chewed  up,  being  too  soft  for  the  job,  and 
become  “hang-ups”  in  their  turn.  Long  shanked 
electrician’s  drills  with  their  tempered  steel  and 
sharp  edges  seem  vastly  superior.  And  the  nail 
slides  down  with  never  a “hang-up”. • 
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Coyote  rib  as  an  urethral  dilator 


Jeffrey  Woodside,  MD  and  Peter  W.  Bergreen,  MD,  Albuquerque,  New  Mexico 


A patient  who  used  several 
interesting  urological  devices  for 
the  treatment  of  urethral 
stricture  disease  is  described. 


Foreign  bodies  in  the  urinary  tract  are  not  rare, 
particularly  in  the  bladder  and  urethra.''^  They 
have  taken  many  forms.  Briggs^  reported  two 
foreign  bodies  of  animal  origin — three  caudal 
vertebrae  of  a squirrel  found  in  the  bladder  of  a 
thirty-five  year  old  man  which  he  had  used  for 
masturbation,  and  a hog’s  penis  which  had  been 
introduced  into  a women’s  urethra  and  bladder.'’ 
We  present  herein  another  unusual  foreign  body 
of  animal  origin  used  by  the  patient  as  a urethral 
dilator  for  the  relief  of  severe  obstructive  symp- 
toms secondary  to  uretbral  stricture. 

CASE  REPORT 

A 66-year-old  Spanish-American  man  presented  with 
dribbling  incontinence,  dysuria,  and  intermittent  fever  and 
chills  of  three  months  duration.  Many  years  prior  to  admis- 
sion he  developed  a massive  right  inguinal  hernia  which 
completely  engulfed  his  penis  (Fig.  1).  Since  that  time,  he 
had  voided  into  a ping-pong  ball  gun  to  prevent  soiling 
himself.  When  reversed,  he  used  this  device  for  rectal 
enemas.  Eight  years  prior  to  admission,  he  developed  a 
scrotal  abscess  that  drained  spontaneously  and  healed 
without  therapy.  He  subsequently  noted  symptoms  of  a 
urethral  stricture  culminating  in  urinary  retention  which  he 
relieved  temporarily  by  the  intermittent  insertion  of  a 
curved  rigid  plastic  tube.  The  plastic  tube  was  used 
successfully  for  eight  years  at  which  time  his  local  prac- 
titioner of  folk  medicine  recommended  continued  therapy. 
However,  he  suggested  use  of  a hollow  coyote  rib  in  place  of 
the  plastic  tube.  Because  of  the  short  length  of  the  rib,  a silk 
tie  was  secured  to  its  distal  end  to  aid  it  in  its  extraction. 
'Fwo  successful  dilatations  were  performed.  Unfortunately, 
on  the  third  attempt,  the  silk  tie  became  detached  and  the 
instrument  could  not  be  recovered.  The  bone  had  remained 
in  the  urethra  for  the  three  months  prior  to  admission. 


* From  the  ITiversity  of  New  Mexico  School  of  Medicine.  Division 
oI  Urology.  Albuquerque,  New  Mexico,  STlltl. 


Pertinent  physical  findings  included  a massive  right  in- 
guinal hernia  virtually  burying  the  phallus,  and  a tender, 
benign  30  gram  prostate.  The  urine  was  infected  with  three 
different  organisms.  Blood  chemistries  were  normal.  An  ab- 
dominal film  showed  a bony  foreign  body  in  the  pelvis.  An 
IVP  and  voiding  cystourethrogram  showed  normal  upper 
tracts  with  the  bony  foreign  body  lying  in  the  bladder  and 
posterior  urethra  (Fig.  2).  Shortly  after  admission,  cysto- 
scopy confirmed  the  above  and  the  coyote  rib  was  endoscop- 
ically  extracted  with  Lowsley  forcepts  (Fig.  3).  The  bladder 
was  diffusely  inflamed  and  there  was  no  evidence  of  pro- 
static obstruction. 

Subsequently,  the  patient  underwent  right  inguinal  her- 
niorrhaphy and  was  discharged  from  the  hospital  in  good 
health.  When  seen  nine  months  later,  he  was  asymptomatic 
and  voiding  with  an  unobstructed  stream. 


F;g.  I:  Massive  Rii’ht  Inguinal  Hernia. 
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Fig.  2:  Cystogmm  showing  bony  foreign  body  in  bladder  and 
urethra. 


Comment: 

Historically,  lower  urinary  tract  foreign 
bodies  have  been  inserted  both  for  erotic 
stimulation  by  persons  with  an  abnormal  psy- 
che, senility  or  inebriation,  and  for  therapeutic 
purposes^  Most  of  the  earliest  recorded  histories 
mention  insertion  of  various  foreign  bodies  in 
the  form  of  catheters  or  urethral  dilators  for  the 
relief  of  urinary  retention.  These  first  in- 
struments were  made  of  reeds,  straws,  palm 
bones  or  onion  leaves,  but  were  soon  replaced  by 
those  made  of  metal.  The  art  of  urethral  in- 
strumentation was  further  refined  by 
Erasistratos  of  Keos  (310  - 250  B.C.)  who  in- 
vented an  S-shaped  metal  catheter  which  he 
used  to  treat  strictures  and  retention.® 


In  the  early  1800’s,  Jean  Zulema  Amussat 
used  bougies  and  sounds  for  the  treatment  of 
strictures  and  occasionally  forcibly  injected 
tepid  water  into  the  urethra  to  dislodge  mucus 
plugs  from  the  stricture  site.®  Later,  conical  and 
forcing  sounds  were  employed  to  force  an  ar- 
tificial passage  into  the  bladder  and  this  was 
followed  by  the  perineal  and  suprapubic  trochar 
techniques  of  relieving  obstruction.  External 
urethrotomy  with  catheter  splintage  was  next 
employed  and  finally  F.N.  Otis  developed  his 
urethrotome  which  is  still  used  today  by  some 
urologists  for  internal  urethrotomy.  Our 
patient’s  use  of  a hollow  coyote  rib  as  a urethral 
dilator  and  catheter  is  cited  as  an  example  of 
current  folk  medicine,  but  could  well  have  come 
from  the  pages  of  a history  of  the  treatment  of 
urethral  stricture  disease. 
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TUTORIAL  IN  ONCOLOGY 

Presbyterian  Medical  Center  announces  a TUTORIAL  IN  ONCOLOCA’  as  part  of  its 
continuing  cancer  education  program  for  Rocky  Mountain  area  physicians. 

One  physician  per  month  will  be  accepted  for  one  to  three  days  individual  instruction 
in  oncology.  The  program  will  be  arranged  specially  to  meet  the  individual  physician’s 
needs  regarding  dates  and  subject  matter.  Includable  are  medical  oncology,  surgical  on- 
cology, pathology,  radiation  therapy  and/or  nuclear  medicine.  Inpatient  and  outpatient 
experiences  are  available. 

'I’here  will  be  no  tuition  charge.  For  physicians  coming  from  areas  outside 
Metropolitan  Denver,  the  Kenneth  Allen  Fund  will  defray  reasonable  hotel  and  meal 
costs. 

Please  address  inquiries  to  Erick  Ratzer,  M.D.,  Director  of  Oncology,  Presbyterian 
Medical  Center,  1719  East  19th  Avenue,  Denver,  Colorado  80218. 
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Endocrine  evaluation  of  the  testes* 


Stephen  R.  Plymate,  MD,  Albuquerque,  New  Mexico 


"‘Besides,  he  is  a drake.  So  it 
does  not  matter  so  much”. 

— Hans  Christian  Anderson, 

""The  Ugly  Duckling.” 

Unforti^nately,  the  philosophy  from  this  tale  is 
too  often  the  approach  towards  testicular 
failure.  It  must  be  remembered  that  untreated 
Leydig  cell  failure  leads  to  loss  of  muscle  mass, 
premature  osteoporosis,  loss  of  self-esteem,  and 
frustration.  Moreover,  seminiferous  tubular 
failure  often  results  in  unnecessary  and  expen- 
sive procedures  performed  on  tbe  female  for  in- 
fertility because  of  failure  to  look  at  the  male 
factor.  Secondary  testicular  failure  on  the  other 
hand  may  be  a sign  of  a pituitary  tumor.  Prior  to 
tbe  development  of  radioimmunoassays,  our 
diagnostic  tests  for  testicular  failure  were  based 
on  cumbersome,  insensitive,  expensive,  and 
poorly  understood  urine  assays  for 
gonadotropins  or  steroids.  However,  with  the 
development  of  the  new  assays  and  with  the  use 
of  semen  analysis,  one  may  now  quickly  and 
precisely  arrive  at  the  source. 

Before  available  tools  for  diagnosis  can  be 
used,  some  of  the  basic  functions  of  tbe 
bypotbalamic-pituitary-gonadal  axis  must  be 
understood,  first  remembering  that  tbe  testes 
have  two  separate  functions — one,  tbe  produc- 
tion of  steroid  hormones,  principally, 
testosterone  by  tbe  Leydig  cells  and  two,  the 
production  of  sperm  by  the  seminiferous  tubules 
(Fig.  1).  Each  of  these  functions  is  regulated  by 
glycoprotein  hormones  from  the  pituitary — in 
the  case  of  testosterone  production,  luteinizing 


* From  the  Department  of  Endocrinology,  Fitzsimon.s  Army  Medical 
Center.  Presented  in  part  at  the  Annual  -Joint  Meeting  of  Colorado 
Region  American  College  of  Physicians  and  Colorado  Society  of 
Internal  Medicine,  Colorado  Springs,  Colorado,  .January  1976.  The 
opinions  or  assertions  contained  herein  are  the  views  of  the  author 
and  are  not  to  be  construed  as  official  or  as  reflecting  the  views  of 
the  Department  of  the  Army  or  of  the  Department  of  Defense.  Dr. 
Plymate  currently  is  at  the  Department  of  Endocrinology,  Lovelace- 
Bataan  Medical  Center,  Albuquerque,  New  Mexico  87115. 


hormone  (LH),  and  for  spermatogenesis,  follicle 
stimulating  hormone  (FSH).  The  output  of  each 
of  these  two  glycoprotein  hormones  is  regulated 
by  gonadotropin  releasing  hormone,  a decapep- 
tide  released  from  the  hypothalamus.  The  out- 
put of  gonadotropin  releasing  factor  is  controlled 
through  a negative  feedback  system  dependent 
upon  the  levels  of  testicular  end  products^ 
testosterone  in  the  case  of  LH  and  some  as  yet 
undefined  component  of  spermatogenesis 
termed  inhibin  for  FSH.  Besides  the  measure- 
ment of  FSH  and  LH,  a test  readily  available  to 
all  physicians  is  the  semen  analysis.  This  is  an 
extremely  useful  screening  test  since  in  most  all 
organic  disorders  involving  the  testes,  either 
primary  or  secondary,  there  will  be  oligospermia 
or  azospermia.  An  office  sperm  count  may  be 
done  by  filling  a white  cell  pipette  to  the  0.5 
mark  with  liquified  semen  and  then  shaking  for 
two  minutes;  then  filling  to  the  11  mark  with  1% 
chloramine-T  and  counting  in  a 0.1  mm 
Neubauer  counting  chamber.  Counting  the 
number  of  sperm  in  32  large  squares  and  adding 
five  zeros  will  give  the  sperm  count  in  millions 
per  ml,  a normal  count  being  greater  than  20-25 
million  per  ml  (2). 

When  evaluating  a patient,  after  having 
made  some  assessment  of  testicular  function  by 
history  and  physical  examination,  blood  should 
be  drawn  for  LH  and  FSH  and  a semen 
specimen  obtained  for  analysis.  If  gonadotropins 
are  elevated,  tbe  factors  responsible  for  feedback 
are  decreased,  or  absent,  or  as  in  testicular 
feminization  they  cannot  function  at  the  end 
organ,  and  the  hypothalamic-pituitary  axis  is 
intact.  If  only  the  FSH  is  elevated,  as  may  be 
seen  with  antimetabolite  therapy  or  postpuber- 
tal  mumps  orchitis,  Leydig  cells  are  functioning 
and  no  testosterone  replacement  is  necessary. 
However,  the  seminiferous  tubules  are  severely 
damaged.  Increased  LH  with  normal  FSH,  ex- 
cept for  the  rare  cases  of  the  fertile  eunuch,  will 
not  be  found.  With  both  LH  and  FSH  increased, 
the  differential  diagnosis  includes  those  diseases 
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causing  failure  of  both  Leydig  cells  and 
seminiferous  tubules.  For  example,  Klinefelter’s 
disease,  Reifenstein’s  syndrome,  and  the  post- 
pubertal  castrate  syndrome.  In  the  opposite  case 
with  decreased  or  normal  gonadotropins  and 
physical  signs  of  testicular  insufficiency  or  ab- 
normal semen  analysis,  a plasma  testosterone 
level  should  be  obtained.  If  this  is  low,  the 
hypothalamic-pituitary  axis  has  been  in- 
terrupted and  disease  should  be  sought  in  this 
area  as  opposed  to  performing  buccal  smears, 
chromosome  analysis  and  testicular  biopsies, 
etc.  Hypothalamic  or  pituitary  disease  may  be 
distinguished  from  each  other  as  gonadotropin 
releasing  hormone  becomes  available  for  clinical 
use.  Since  in  the  case  of  decreased  testosterone, 
and  decreased  or  normal  gonadotropins,  an  in- 
creased LH  or  FSH  in  response  to  gonadotropin 
releasing  hormone  would  indicate  a primary 
hypothalamic  problem,  whereas  no  response  to 
gonadotropin  releasing  hormone  would  indicate 
a problem  with  the  pituitary  or  pituitary  and 
hypothalamus.^'^  By  the  use  of  these  simple 
maneuvers,  one  has  defined  the  presence  or 
absence  of  hypothalamic-pituitary-testicular 
dysfunction  and  located  the  area  in  which 
further  investigation  is  necessary. 

At  this  point,  what  can  the  patient  expect?  If 
the  problem  is  primarily  testicular  with  an  in- 
crease in  FSH,  the  degree  of  seminiferous  tubule 
damage  is  usually  so  great  that  fertility  cannot 
be  restored  unless  some  toxic  factor  can  be 
removed,  such  as  repair  of  a varicocele  or  discon- 
tinuation of  antimetabolite  therapy.®'®  Where 
both  LH  and  FSH  are  elevated,  the  patient  will 
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Fig.  1.  Hypothalamic-pituitary  axis.  E>  = Estradiol;  DHT  = 
Dihydrotestosterone;  LH  = Luteinizing  hormone;  FSH  = 
Follicle  stimulating  hormone;  T = Testosterone;  and  S = 
Seminiferous  tubules. 


require  testosterone  replacement  therapy,  and 
one  can  expect  that  normal  sexual 
characteristics  and  potency  will  ensue,  but  not 
fertility.  With  secondary  testicular  failure  on  the 
other  hand,  the  patient  requires  further  evalua- 
tion of  the  hypothalamic-pituitary  axis.  Poten- 
cy, secondary  sexual  characteristics,  and  often 
fertility  can  be  restored  with  replacement 
therapy  using  human  chorionic  and  human 
menopausal  gonadotropins.  • 
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Evaluation  of  the  abnormal 
sella  turcica* 

John  E.  Kurnick,  MD  and 
Fred  D.  Hofeldt,  MD,  Denver 


Evaluation  and  management  of  the 
patient  with  an  abnormal  sella 
turcica  by  roentgenography  is  based 
on  classification  of  the  lesions 
into  anatomically  aggressive  and 
anatomically  benign  varieties. 


Abnormalities  of  the  sella  turcica  such  as  bal- 
looning of  the  sella,  erosion  of  the  clinoid 
processes,  or  intrasellar  calcification,  commonly 
signal  the  presence  of  a pituitary  tumor. 
However,  radiographic  abnormalities  of  the  sella 
are  also  seen  with  arterial  aneurysms,  following 
head  trauma,  in  the  “empty  sella  syndrome”, 
and  with  a surprisingly  large  number  of  ex- 
trasellar  neoplasms.  Sellar  lesions  usually  come 
to  light  when  skull  roentgenograms  are  ordered 
in  the  evaluation  of  headache  or  en- 
docrinopathy,  yet  in  many  cases  abnormalities 
in  the  sella  are  completely  unsuspected  until 
they  appear  in  the  evaluation  of  a suspected 
sinusitus  or  other  unrelated  disorder. 

Less  than  a decade  ago  the  only 
neuroradiographic  procedures  useful  in  the 
evaluation  of  the  abnormal  sella  turcica  were  the 
pneumoencephalogram  and  the  arteriogram, 
and  the  only  therapeutic  procedures  generally 
available  were  craniotomy  and  radiotherapy. 
The  recent  advent  of  com pu ter- assisted 
tomography  of  the  head  and  trans-sphenoidal 
microdissection  of  the  pituitary  have  resulted  in 
extensive  changes  in  our  approach  to  the 
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radiographically  abnormal  sella.  This  paper 
details  our  current  approach,  based  on  the  dis- 
tinction of  these  lesions  into  anatomically 
aggressive  and  anatomically  benign  varieties. 

Anatomically  Aggressive  Lesions 

The  anatomically  aggressive  lesion  is 
characterized  by  symptoms  of  increased  in- 
tracranial pressure,  signs  of  visual  field  loss,  or 
evidence  of  depressed  trophic  hormone  function. 
Approximately  seventy  per  cent  of  patients  with 
abnormal  sellae  seen  at  Fitzsimons  Army 
Medical  Center  over  the  past  twenty  years  have 
had  anatomically  aggressive  tumors  responsible 
for  their  abnormal  skull  x-rays.  Although 
chromophobe  pituitary  adenoma  and 
acromegaly  accounted  for  the  majority  of  lesions 
in  this  category,  approximately  one-fifth  were 
due  to  craniopharyngioma.  Another  one-fifth 
were  caused  by  increased  intracranial  pressure 
due  to  tumors,  both  primary  and  metastatic, 
arising  distant  to  the  sella  turcica.  A single 
aggressive  lesion  was  a rapidly  expanding  in- 
tracranial aneurysm  which  mimicked  a 
pituitary  tumor  in  the  production  of  tunnel  vi- 
sion by  pressure  upon  the  optic  chiasm. 

We  recommend  that  patients  with  abnor- 
malities of  the  sella  turcica  on  routine  study  un- 
dergo computer-assisted  tomography  of  the 
head  to  distinguish  solid  from  cystic  lesions,  and 
also  to  determine  the  presence  of  calcification,  a 
highly  suspicious  sign  for  craniopharyngioma. 
Complete  clinical  and  laboratory  testing  of 
pituitary  function  is  essential  to  determine  the 
presence  of  hormonal  loss  or  hormonal  excess 
syndromes.  Formal  visual  field  testing  is  also  an 
important  part  of  the  initial  and  all  subsequent 
evaluations.  Pneumoencephalography  or  carotid 
arteriography  is  still  required  in  the  event  of 
equivocal  tomography  or  in  individual  patients 
at  the  discretion  of  the  surgeon  or 
radiotherapist. 
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Lesions  which  are  anatomically  aggressive 
require  treatment,  but  the  type  of  therapy 
depends  upon  the  histology  and  extent  of  the 
condition.  Just  as  the  increased  diagnostic  ac- 
curacy afforded  by  computer-assisted 
tomography  decreases  the  need  for  invasive 
neuroradiographic  procedures,  so  trans- 
sphenoidal biopsy  now  makes  tissue  diagnosis 
and  cyst  aspiration  possible  without 
craniotomy.  With  the  skills  which  are  being 
developed  in  pituitary  microdissection  by  the 
trans-sphenoidal  approach,  and  with  the 
evidence  that  enucleation  of  the  pituitary  tissue 
may  preserve  normal  pituitary  and  trophic  hor- 
mone function,  it  seems  justifiable  to  recom- 
mend this  procedure  in  patients  in  which  there 
is  no  evidence  of  extensive  suprasellar  in- 
volvement. However,  if  microsurgery  is  not 
available,  the  results  with  external  radiotherapy 
for  pituitary  adenomas  confined  to  the  sella  tur- 
cica indicate  a very  low  incidence  of  recurrence 
at  doses  in  excess  of  4000  rads. 

If  a pituitary  adenoma  is  associated  with 
evidence  of  suprasellar  involvement,  the  treat- 
ment of  choice  is  still  transfrontal  craniotomy 
followed  by  pituitary  irradiation.  Clips  placed  at 
the  time  of  surgery  to  define  the  margins  of  the 
resected  tumor  will  allow  recurrence  to  be 
detected  by  routine  skull  roentgenograms.  Ex- 
cellent tumor  control  with  low  recurrence  rates 
and  long  survival  is  again  the  rule.  In  patients 
with  craniopharyngiomas,  surgical  excision 
alone  has  been  the  usual  recommendation. 
However,  with  this  tumor  the  postoperative 
recurrence  rate  is  high,  and  a recent  report  of  the 
usefulness  of  irradiation  in  treatment  of 
craniopharyngioma  leads  one  to  recommend  this 
form  of  therapy  as  an  adjunct  to  surgery. 


Anatomically  Benign  Lesions 

Approximately  thirty  per  cent  of  patients 
with  abnormalities  of  the  sella  turcica  have  no 
symptoms  of  increased  intracranial  pressure, 
signs  of  visual  field  disturbance,  or  evidence  of 
loss  of  endocrine  function.  Their  lesions  may  be 
classified  as  anatomically  benign,  although  in 
one-third  (chiefly  acromegaly  and  the  Forbes- 
Albright  syndrome  of  pituitary  tumor  and  galac- 
torrhea) treatment  is  required  because  the 
tumor  is  producing  a hormonal  excess  syndrome 
despite  being  anatomically  benign.  Such 
patients,  whose  tumors  are  anatomically  benign 
but  hormonally  aggressive,  are  ideal  candidates 


TABLE  1 

Radiographically  Abnormal  Sella  Turcica 
Evaluation  and  Management 

1.  Initial  evaluation  includes  formal  visual  field  testing,  complete  clin- 
ical and  laboratory  evaluation  for  presence  of  hormonal  loss  or  hormo- 
nal excess  syndromes,  including  determination  of  the  baseline  serum 
prolactin  level  and  computer-assisted  tomography  of  the  head. 

2.  Special  radiographic  procedures  including  pneumoencephalography  and 
carotid  arteriography  frequently  add  useful  information,  depending  upon 
the  circumstances. 

3.  Trans-sphenoidal  biopsy  or  aspiration  may  be  undertaken  unless  pneumo- 
encephalography or  arteriography  has  demonstrated  the  presence  of  an 
empty  sella  or  an  arterial  aneurysm. 

4.  Lesions  which  are  anatomically  aggressive  are  treated  with  (1)  trans- 
sphenoidal microdissection,  (2)  radiotherapy,  or  (3)  transfrontal  cran- 
iotomy followed  by  radiotherapy,  depending  on  the  degree  of  suprasellar 
extension. 

Lesions  which  are  anatomically  benign  but  hormonally  aggressive  are 
subjected  to  trans-sphenoidal  microdissection. 

Lesions  which  are  both  anatomically  and  hormonally  benign  are  followed 
without  therapy,  provided  that  no  signs  of  hormonal  or  neuro-ophthalmo- 
logic  deficits  appear. 

5.  Endocrine  and  ophthalmologic  followup  is  quarterly  for  the  first  year 
and  annually  thereafter.  Repeat  computer-assisted  tomography  or  partial 
pneumoencephalography  is  advised  for  suspected  recurrence. 


for  direct  visualization  procedures  using  the 
trans-sphenoidal  microneurosurgical  technics 
previously  discussed.  External  radiotherapy  is 
again  the  best  alternative  if  the  tumor  is  not 
amenable  to  trans-sphenoidal  resection. 

Approximately  twenty  percent  of  all  lesions 
associated  with  an  abnormal  sella  turcica  are 
neither  anatomically  nor  hormonally  aggressive. 
This  group  consists  of  patients  with  the  empty 
sella  syndrome,  about  one-fourth  of  patients 
with  chromophobe  pituitary  adenoma,  and  an 
occasional  patient  with  craniopharyngioma  or  a 
low  grade  astrocytoma.  As  with  the  more 
aggressive  lesions,  complete  endocrine 
laboratory  evaluation,  formal  visual  field 
testing,  and  computer-assisted  tomography  of 
the  head  is  recommended  in  the  initial 
evaluation. 

The  empty  sella  syndrome  is  found  when  a 
defect  in  the  dura  allows  for  prolapse  of  the  sub- 
arachnoid membranes  into  the  sellar  fossa,  and 
is  only  rarely  associated  with  hormonal  loss.  In 
many  instances  a presumptive  diagnosis  of 
empty  sella  syndrome  is  made  on  the  basis  of  the 
sellar  configuration,  but  definitive  diagnosis  of 
this  condition  requires  adequate 
pneumoencephalographic  demonstration  of  air 
in  the  sella  on  both  the  postero-anterior  and 
lateral  views.  If  the  sella  is  neither  empty  nor  oc- 
cupied by  an  arterial  aneurysm,  trans- 
sphenoidal biopsy  or  cyst  aspiration  will  again 
provide  a tissue  diagnosis.  However,  with  lesions 
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which  are  both  anatomically  and  hormonally 
benign,  we  question  whether  there  exists  a need 
for  immediate  therapy.  To  treat  a pituitary 
tumor  that  is  behaving  as  a benign,  non- 
aggressive  process  with  a procedure  which 
blindly  destroys  the  pituitary  may  unnecessarily 
result  in  partial  or  complete  hypopituitarism  in 
a previously  hormonally  intact  individual.  In 
our  long-term  follow-up  of  11  such  patients 
without  treatment,  there  was  subsequent 
evidence  of  a progressive  nature  of  the  disease 
processes  in  only  two. 

Since  the  natural  history  of  untreated 
chromophobe  adenoma  is  not  well  known  at 
present,  the  necessity  for  therapy  of  such  tumors 
with  destructive  procedures  (irradiation,  im- 
plantation, or  surgical  excision)  is  debatable  in 
these  hormonally  intact  patients.  At  present  we 
closely  follow  such  patients  with  frequent  visual 
field  determinations,  tests  of  hormonal  function, 
and  tomograms  of  the  sella  quarterly  for  one 
year  and  then  annually  thereafter. 

Followup 

Following  treatment  of  the  pituitary  tumor, 
the  patient  should  be  followed  closely  for  un- 


recognized postoperative  endocrine  deficiency 
syndromes.  We  routinely  evaluate  patients  at 
three  month  intervals  for  a year  following  com- 
pletion of  therapy  and  then  yearly  thereafter  if 
stable  endocrine  or  clinical  status  has  been 
achieved.  Recent  experience  with  measurement 
of  prolactin  by  radioimmunoassay  shows  that 
serum  levels  may  be  elevated  in  25-30  per  cent  of 
all  patients  with  pituitary  tumors,  even  in  the 
absence  of  galactorrhea.  Serial  measurements  of 
prolactin  levels  may  thus  assist  the  clinician  in 
evaluating  response  to  therapy  or  suspecting 
tumor  recurrence.  If  a recurrence  is  suspected, 
the  patient  should  undergo  repeat  computer-as- 
sisted tomography  or  partial  pneumoencephal- 
ography. 

Summary 

Our  current  approach  to  the  evaluation  and 
management  of  patients  with  radiographic  ab- 
normalities of  the  sella  turcica  has  been 
presented  and  is  summarized  in  Table  1. 
Classification  of  abnormalities  into 
anatomically  aggressive  or  anatomically  benign 
lesions  affords  a practical  basis  for  diagnosis  and 
treatment.* 
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From  Page  263.  Answer: 
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what's  your  reading? 


These  continuous  monitor  strips 
demonstrate  two  problems.  The  underlying 
rhythm  is  atrial  fibrillation,  manifested  by 
fibrillatory  waves  and  an  irregularly  irregular 
ventricular  rhythm.  Interposed  on  this  basic 
mechanism  are  occasional  wide  ORS  complexes, 
and  a run  of  six  consecutive  identical  wide  beats 
with  a fixed  R-R  interval  (rate  90/min.).  This 
sudden  regularization,  when  also  associated 
with  a very  wide  QRS  duration,  clearly  implies  a 
separate  mechanism  and  site  of  ectopic  impulse 
formation.  This  is  an  accelerated  ventricular 
rhythm,  also  known  as  “slow  ventricular 
tachycardia,”  a less  desirable  term.  It  is 
typically  characterized  by  short  bursts  of  the 
arrhythmia,  usually  at  a rate  approximately 
similar  to  the  patient’s  underlying  rate  (which  is 


usually  sinus  rhythm).  The  mechanism  is 
probably  some  type  of  parasystolic  focus.  It  is 
not  uncommonly  seen  in  the  setting  of  acute 
myocardial  infarction;  some  centers  have  seen 
this  more  in  inferior  wall  infarcts,  but  this  is  not 
always  true. 

Although  most  experts  state  that  accelerated 
ventricular  rhythm  is  most  likely  to  be  a benigh, 
self-limited  phenomenon,  not  prone  to  the 
precipitation  of  more  rapid  and  malignant 
ventricular  tachyarrhythmias,  occasionally  it 
can  degenerate  to  rapid  ventricular  tachycardia 
or  even  ventricular  fibrillation.  The  arrhythmia 
probably  can  be  safely  observed  in  a well-run 
ecu  without  antiarrhythmic  therapy,  but 
suppressive  therapy  (e.g.  lidocaine  or  procaine 
amide)  is  definitely  indicated  if  the 
idioventricular  rate  or  frequency  increases. 
When  associated  with  relatively  slow  sinus 
rates,  atropine  is  the  drug  of  choice — the 
speeding  of  the  sinus  node  typically 
“overdrives”  the  ventricular  arrhythmia. 
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NEOSPQRIN®  Ointmcivt 

|u.  (polymyxin  B-bacitracin-neomycin) 

If  is  a iaimous  fightei;  too. 

mk  Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 

infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  ♦ traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylaetiealiv.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
Md  wounds  accidentally  incurred,  its  use. may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
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We  were  there  1 6 yeors  ago  when  the  editors 
of  the  Mobil  Travel  Guide  presented  the  first  Five 
Stor  Aword  for  excellence  in  our  profession. 
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to  our  450  room  complex,  followed  by  o third 
18-hole  golf  course,  designed  by  the  Arnold 
Polmer  Orgonizotion. 

This  investment  in  the  future  proves  the  volue 
of  our  efforts  in  the  post. 
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Anthony  Presides 

Catherine  W.  Anthony,  MD,  Board-certified 
pathologist  of  Denver,  and  president  of  the  American 
Medical  Women’s  Association,  presided  in  June  over 
the  Interim  meeting  of  the  Association  at  Sea  Island, 
Georgia.  Subsequent  to  the  meeting  Dr.  Anthony 
attended  the  occasion  at  the  White  House  at  which 
President  Ford  received  the  final  report  of  the 
National  Commission  on  the  Observance  of  Inter- 
national Women’s  Year. 


Craigmile  Named  Historian 

Thomas  Craigmile,  MD,  of  Denver,  has  been 
elected  Historian  of  the  Rocky  Mountain 
Neurosurgical  Society  for  1976-77. 


Solomon  named  Society  Officer 

Sidney  Solomon,  MD,  chairman  of  the  depart- 
ment of  physiology  at  the  University  of  New  Mexico 
School  of  Medicine,  was  elected  secretary  of  the  Renal 
Interest  Group  of  the  American  Physiological  Society. 
He  will  present  papers  at  Pittsburgh,  Pennsylvania  in 
September,  before  a Ciba  Colloquium,  and  in 
Switzerland  in  October,  following  which  he  travels  to 
Israel  for  further  work  on  a study  begun  in  his  sab- 
batical leave  last  year. 


Schrier  New  Chairman 

Robert  W.  Schrier,  MD,  was  named  chairman  of 
the  University  of  Colorado  Department  of  Medicine 
in  June.  Since  coming  to  the  Medical  Center  in  1972 
he  has  been  professor  of  medicine  and  head  of  the 
Division  of  Renal  Diseases.  He  received  his  BA  from 
DePauw  University  and  his  MD  from  the  Indiana 
University  School  of  Medicine,  interned  at  Marion 
County  General  Hospital,  Indianapolis,  and  took  his 
residency  at  the  University  of  Washington  School  of 
Medicine,  Seattle. 


Starzl  Honored  By  Alumni 

Thomas  E.  Starzl,  MD,  was  named  to  receive  the 
Robert  L.  Stearns  Award,  one  of  several  awards  given 
annually  by  the  Associated  Alumni  of  the  University 
of  Colorado  for  outstanding  service  and  achievement. 


University  of  New  Mexico  Medical  Center 
Award  To  Loftfield 

Robert  Loftfield,  PhD,  chairman  of  the 
biochemistry  department,  received  a Fulbright-Hays 
grant  to  carry  out  research  and  to  lecture  in  Finland 
in  protein  biochemistry  in  1977.  He  will  lecture  at  21 
various  labs  in  Western  Europe  during  one  month  of 
his  stay. 


Pharmacy  Training  Program 

Dr.  William  Kelley  of  the  College  of  Pharmacy 
received  an  HEW  grant  of  $47,818  for  development  of 
a rural  pharmacy  training  program  under  which 
UNM  pharmacy  students  would  be  rotated  through 
various  New  Mexican  health  clinics. 


Lucci  Wins  Award 

Marjory  Lucci,  PhD,  who  received  her  degree  from 
the  University  of  New  Mexico  School  of  Medicine  in 
physiology  in  1974,  was  named  winner  of  the  1976 
Tom  Popejoy  Award  of  $1,000  for  her  dissertation. 


MEDICAL 

SCHOOL  NOTES 

University  of  Colorado  Medical  Center 
Dunlop  Retires 

Stuart  G.  Dunlop,  PhD,  retired  June  30  after  29 
years  at  the  CU  Medical  Center.  Professor  of 
microbiology  at  the  time  of  retirement.  Dr.  Dunlop 
came  to  the  School  in  1947.  He  had  received  his  BS, 
MS,  and  PhD  from  the  University  of  Colorado. 


Schiller  Research  Funding  Established 

A gift  of  $25,000  from  Mrs.  Leoy  Schiller  of 
Espanola  has  established  the  Leroy  Schiller 
Memorial  Research  Fund,  directed  entirely  to 
research  purposes. 
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Summary  of  Actions  of 
The  House  of  Delegates 
125th  Annual  Convention 
Dallas,  Texas 
June  26- July  1,  1976 

The  AMA  House  of  Delegates,  at  its  Annual 
Convention  in  Dallas,  Texas  June  27-July  1,  1976, 
acted  on  approximately  211  reports  and  resolutions. 
254  of  256  Delegates  were  seated.  The  following  are 
highlights  of  this  meeting: 

National  Health  Insurance:  Again  support  was 
voiced  for  the  AMA-endorsed  H.R.  6222,  the 
Comprehensive  Health  Care  Insurance  Act  of  1975. 
This  proposal  would  provide  both  basic  and 
catastrophic  coverage  based  upon  purchase  of  private 
health  insurance. 

PSRO:  The  AMA  will  identify  all  necessary  and 
desirable  amendments  to  the  PSRO  law,  list  and 
widely  publicize  them  in  official  AMA  publications 
and  give  publicity  at  frequent  intervals  to  progress 
reports  regarding  each  proposed  amendment. 
Approval  given  to  continue  seeking  support  for  PSRO 
support  centers. 

Public  Law  93-641:  Several  resolutions  pertain- 
ing to  the  National  Health  Planning  and  Resources 
Development  Act  were  referred  to  the  AMA  Board  of 
Trustees  for  study  as  to  the  feasibility  and 
desirability  at  this  time  of  pursuing  the  establishment 
of  a National  Health  Systems  Agency  Coordinating 
Committee  and  have  state  medical  societies  establish 
similar  committees  and  a communications  network 
for  the  interrelationship. 

HMO  Amendments:  The  AMA  was  directed  to 
continue  its  policy  that  the  bills  containing 
amendments  should  not  be  enacted  by  the  Congress 
because  among  their  objectionable  provisions  the 
benefit  requirements  are  reduced. 

Physicians’  Fees:  Reaffirmed  previous  actions 
emphasizing  physicians  should  be  paid  their  usual 
and  customary  or  reasonable  charges.  Physicians 
should  bill  their  appropriate  fees,  even  if  payors 
reduce  the  amount  of  payment.  The  AMA  is  to 
redouble  its  efforts  to  seek  amendment  of  the 
Medicare  law  as  it  pertains  to  reimbursement  and 
rescission  of  the  “economic  index”  regulations,  using 
all  available  legal  means,  and  it  is  to  oppose  legisla- 
tion and  regulations  which  provide  for  unfair  or  dis- 
criminatory limitations  on  physicians’  fees. 

Peer  Review:  The  concept  of  payment  of 
physicians  for  utilization  review  when  such  duties  are 
outside  the  physician’s  traditional  responsibilities  as 
staff  duties  was  approved.  Also,  all  peer  review  com- 
mittees are  urged  to  make  every  effort  to  correct,  or 
refer  to  the  appropriate  disciplinary  bodies,  any 
physicians  who  do  not  meet  accepted  standards  of 


professional  conduct,  including  ethical  behavior,  or  of 
professional  performance.  A resolution  that  the  AMA 
develop  guidelines  to  protect  confidentiality  of  peer 
review  findings  and  protect  against  inappropriate  use 
of  this  information  was  referred  to  the  Council  on 
Medical  Service.  The  AMA  Board  of  Trustees  was 
commended  for  its  previous  actions  and  its  continu- 
ing attention  to  the  matter  of  federally  mandated 
Utilization  Review  and  was  instructed  to  take 
appropriate  action  including  further  legal  action  if 
necessary  to  protect  the  quality  of  care  and  to  insure 
against  federal  intervention  into  the  physician- 
patient  relationship  when  the  final  Utilization  Review 
Regulations  are  published. 

Other  House  Actions  of  Interest: 

— Once  again  recognized  that  the  specialties  of 
family  practice,  internal  medicine,  pediatrics  and 
obstetrics/gynecology  together  with  general  practice 
are  the  major  providers  of  primary  care,  however, 
reiterated  that  they  were  not  the  sole  providers  of 
primary  care.  Cautioned  that  such  recognition  be  in 
no  way  used  to  preclude  direct  access  by  patients  to 
any  personal  or  consulting  physician  of  their  choice. 

— Approved  continuing  study  of  the  status  of 
physician’s  assistants.  Cautioned  against  any  further 
proliferation  of  the  so-called  “second  opinion  con- 
sultation” in  cases  where  elective  surgery  is 
recommended,  at  least  until  the  present  programs  can 
be  studied. 

— Approved  AMA  sponsorship  of  its  own 
appropriate  and  effective  model  state  legislation  on 
medical  discipline,  subject  to  adaptation  in  the  state 
to  meet  local  needs. 

— Referred  to  the  Council  on  Medical  Service  a 
report  on  advisability  of  hospital  staff  membership 
for  podiatrists  and  other  allied  health  professionals. 

— Reaffirmed  that  the  responsibility  for  private 
patient  care  rests  with  the  attending  physician  and 
cannot  be  relegated  to  the  housestaff. 

— Commended  the  Board  of  Trustees  on  a pro- 
jected liquid  reserve  balance  of  eighteen  million 
dollars  by  November  30,  1976,  which  is  in  keeping 
with  the  fiscal  plans  approved  by  the  House  of 
Delegates  in  1975.  As  of  July,  1976,  there  were  one 
hundred  forty-four  thousand  paid  members  of  AMA. 

— Reaffirmed  the  selection  of  Chicago  as  the  site 
for  all  interim  business  sessions  of  the  House  of 
Delegates. 

— The  Board  of  Trustees  was  given  the  authority 
to  withdraw  membership  from  the  Medical  Liability 
Commission  if  it  felt  this  was  necessary  and  in  the 
best  interest  of  the  association. 

— The  position  was  reaffirmed  for  patient  protec- 
tion against  detailed  demands  for  confidential 
medical  data  and  the  development  of  a model 
medical  information  release  form. 

— That  the  AMA  strongly  oppose  the  use  of  any 
system  of  universal  identifiers  including  the  Social 
Security  number. 

— Referred  to  the  Board  of  Trustees  a resolution 
asking  for  the  appointment  of  a special  cost  accoun- 
tability committee  to  work  with  state  medical 
societies  and  the  American  Hospital  Association. 
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— Expressed  an  intent  to  urge  the  five  specialty 
boards  that  do  not  consider  osteopaths  eligible  for  cer- 
tification to  reconsider  their  policies. 

— Resolved  that  S.  3205,  the  Medicare-Medicaid 
Administrative  and  Reimbursement  Reform  Act  not 
be  adopted  by  Congress  and  that  AMA  strive  to 
remove  or  amend  sections  not  in  the  interest  of  the 
public  or  the  profession  and  take  safeguards  to 
protect  the  interests  of  the  public  and  the  profession 
from  unwarranted  and  unjustified  intrusions  in  the 
provision  of  high  quality  health  care  in  government 
programs.  Also,  in  reacting  to  this  action,  the  follow- 
ing statement  was  adopted:  “The  AMA  condemns 
and  deplores  all  acts  of  fraud  and  wrongdoing,  in- 
cluding any  wrongful  acts  as  recently  reported  in  the 
Medicaid  and  Medicare  programs  and  urges  that 
responsible  government  agencies  proceed  with  all  due 
speed  in  the  prosecution  and  under  the  provisions  of 
due  legal  process  of  all  who  are  charged  with  guilt  of 
fraudulent  misconduct.” 

— Adopted  a report  expressing  the  belief  that  giv- 
ing preference  to  medical  school  applicants  from  un- 
derserved areas  would  not  rectify  problems  of  physi- 
cian maldistribution. 

— Reaffirmed  the  concept  of  survey,  review  and 
recommendation  concerning  accreditation  of  continu- 
ing medical  education  by  state  medical  societies  and 
recognized  tbe  effectiveness  of  this  procedure. 

— That  the  AMA  take  part  in  seeking  a revision  of 
the  curricula  of  all  schools  of  nursing  to  provide 
greater  emphasis  on  clinical  nursing  and  encouraging 
that  nursing  positions  of  responsibility  in  hospitals  be 
filled  on  the  basis  of  ability  and  performance 
regardless  of  academic  degree. 

— Endorsed  the  principle  that  correctional 
facilities  provide  adequate  medical  care  to  their  in- 
mates, which  is  subject  to  physician  review  in  each 
community.  The  same  principle  should  apply  to 
patients  in  mental  health  facilities. 

— That  the  AMA  Judicial  Council  review  previous 
AMA  policy  position  regarding  definition  of  death 
and  how  death  shall  be  determined  by  physicians  in 
view  of  recent  legislative  and  judicial  actions  to  deter- 
mine the  need  for  any  changes  to  provide  additional 
guidance  to  physicians  and  medical  societies. 

— That  AMA  encourage  the  implementation  of  re- 
quirements that  provide  access  to  public  facilities  for 
the  handicapped  and  wheelchair  bound  persons. 

— Decided  on  no  change  in  current  AMA  dues 
structure  of  $250  in  view  of  financial  projections. 

— Called  upon  the  Federal  government  and  its 
agencies  to  be  specific  in  public  communiques  in  their 
use  of  the  terms  “health  care”  and  “medical  care” 
and  to  inform  the  public  of  the  items  and  activities  in- 
cluded within  the  definition  of  each  term. 

— Accepted  a report  concerning  public  relations 
activities  pertaining  to  professional  liability  and 
recommended  that  the  AMA  not  conduct  a formal  PR 
campaign  at  this  time  but  encourage  component 
societies  to  continue  their  local  campaigns  related  to 
local  circumstances. 

— Praised  Illinois,  California  and  Florida  state 
associations  for  their  support  of  physicians  initiating 
countersuits  against  lawyers  and  plaintiffs  who  file 


non-meritorious  professional  liability  lawsuits  and 
encourage  other  state  associations  to  do  the  same. 

— Approved  the  by-law  amendments  creating 
eight  councils  for  the  House  of  Delegates  and  the  dis- 
solution of  all  other  committees  and  councils  of  the 
House  of  Delegates  with  their  duties  being  taken  over 
by  either  one  of  the  eight  councils  or  by  an  ad  hoc 
created  with  a definite  time  limit  of  duty.  The  perma- 
nent councils  are  the  Council  on  Medical  Service, 
Council  on  Medical  Education,  Council  on  Scientific 
Affairs,  Council  on  Constitution  and  By-Laws,  the 
Judicial  Council,  Council  on  Continuing  of  Physician 
Education,  Council  on  Legislation  and  the  Council  on 
Long  Range  Planning  and  Development. 

— Voted  not  to  adopt  Colorado  Resolution  9 which 
asked  that  the  AMA’s  physician  profile  be  extended 
to  include  more  information.  It  was  felt  that  there  are 
many  legal  implications  involved  and  that  this  func- 
tion should  be  performed  at  the  state  level.  It  was  also 
noted  that  the  intent  of  this  resolution  is  already  un- 
der consideration  by  the  Ad  Hoc  Committee  on 
Medical  Discipline. 

— Resolution  10  from  Colorado  emphasized  the 
difficulties  encountered  by  residency  program  direc- 
tors when  specialty  boards  make  recommendations 
without  prior  consultation  with  residency  review  com- 
mittees. This  matter  was  referred  to  the  Board  of 
Trustees  and  a report  is  to  be  made  at  the  annual  con- 
vention in  1977. 

— Elected,  among  others,  the  following:  President 
Elect,  John  H.  Budd,  MD;  Vice  President,  Francis  T. 
Holland,  MD,  Speaker,  Tom  E.  Nesbitt,  MD;  Vice 
Speaker,  William  Y.  Rial,  MD;  Board  of  Trustees, 
John  Coury,  MD-Michigan;  Lowell  Steen,  MD- 
Indiana;  Frank  Jirka,  MD-Illinois;  Hugh  Ritter,  MD- 
Missouri. 

Council  on  Medical  Service-Robert  E.  McCurdy, 
MD. 

Council  on  Scientific  Affairs-William  L.  Roper, 
MD. 

— Accepted  report  of  the  following  contributions 
to  the  AMA  Education  and  Research  Foundation: 

AMA  Auxiliary  $1,434,564 

Audio  Digest  Foundation  $ 50,000 

50-year  Club  of  American 

Medicine  $ 5,000 

— Heard  the  inaugural  address  of  President 
Richard  E.  Palmer,  MD  in  which  he  warned  against 
the  expanding  influences  and  often  dogmatic 
approach  of  the  Federal  government  in  many  areas 
including  health.  He  called  on  all  elements  of  the 
medical  profession  to  join  together  to  defend  the  es- 
sentials of  patient  care  and  to  preserve  medicine’s 
“common  professionalism  and  idealism”.  He  noted 
the  AMA  will  fight  as  long  as  necessary  in  opposing 
unjust  restrictions  on  medical  practice. 

— Heard  the  address  of  outgoing  President  Max  H. 
Parrott,  MD  in  which  he  reviewed  the  climate  in 
which  medicine  must  function  in  1976.  He  also 
recommended  updating  the  AMA  Drug  Evaluation 
Book,  constant  updating  of  Current  Procedural  Ter- 
minology, updating  and  refinement  of  Current 
Medical  Information  and  Terminology,  updating  the 
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American  Medical  Directory  and  its  accompanying 
tapes,  reestablishment  of  the  AMA  Home  Health 
Guide  and  a strenghtening  of  relationships  between 
AMA  and  medical  schools,  specialty  societies,  and 
hospital  staffs. 

Robert  E.  McCurdy,  Delegate 


Kenneth  A.  Platt,  MD,  Delegate 


William  Y.  Takahashi,  MD,  Alternate 


Clyde  E.  Stanfield,  MD,  Alternate 
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Newton  Optical 
Company 


Catering  to 

Medical  Profession  Patronage 


30f  1 4th  Street 


Denver  80202 


Telephone 


534-8714 


UfMiQUE  MEDICAL  OFFICES 

• Four  2-Story  Buildings 

• Custom  interior  Space  Layout 

• Pharmacy  and  Laboratory 

Independence  Place,  a completely  unique  concept  in 
medical  office  space,  is  under  construction  at  1376 
Independence  Street  in  Lakewood  near  Kipling  and 
West  Colfax.  The  special  design  includes  a system  of 
bridges  and  walkways  which  allow  patients  grade  level 
access  to  either  of  the  two  floors,  abundant  land- 
scaping in  an  internal  courtyard,  and  an  original 
architectural  design  which  maximizes  efficiency  of 
patient  flow.  Leases  taken  now  have  the  advantage  of 
custom  interior  space  design  to  fit  a specific  need. 

Space  is  priced  well  under  the  market  at  $6.75  per  sq. 
ft.,  including  all  utilities.  For  further  information 
contact  Tom  Carpenter,  237-8884. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  two  interdepartmental 
five-day,  comprehensive  refresher  courses 

AT  STANFORD  UNIVERSITY 


PRIMARY  CARE 


OCTOBER  11-15,  1976 


FOR  FAMILY  AND  GENERAL  PRACTITIONERS,  GENERAL  INTERNISTS 

AND  GENERAL  PEDIATRICIANS 

Designed  as  a review  of  the  principles  and  procedures  involved  in  the  management  of  patients  with  problems 
commonly  encountered  in  primary  care,  the  program  includes  a morning  lecture  senes  and  afternoon  elective  prob- 
lem-solving sessions,  seminars,  and  demonstrations.  Tuition  tor  the  course  is  $250  with  registration  required  no 
later  than  October  8. 

General  lectures  will  cover  the  following  topics;  scintigraphy,  body  scanning-computerized  axial  tomography, 
ultrasound,  prevention  of  heart  attack,  management  of  hypertension,  management  of  angina  pectoris,  pre-CCU 
management  of  heart  attack,  office  management  of  arrhythmias,  management  of  osteoarthritis  and  rheumatoid  ar- 
thritis, headache,  depression,  transient  ischemic  attacks,  management  of  common  cutaneous  complaints,  manage- 
ment of  urinary  tract  infections. 

Elective  sessions  will  include:  family  dynamics:  crisis  points  in  family  life,  problems  in  school,  problems  in  mid- 
dle life,  problems  surrounding  death;  problems  related  to  athletic  activity:  the  upper  extremity,  the  lower  extremity, 
the  spine,  reconditioning  in  middle  life;  acid-base  problems:  general  principles,  acidosis,  alkalosis,  mixed  problems; 
problem-oriented  records:  general  principles,  the  defined  data  base,  construction  of  the  problem  list,  workshop; 
water  and  electrolyte  problems:  water,  sodium,  potassium,  miscellaneous  problems;  immunology:  cellular  basis  of 
immunity,  the  immunoglobulins,  antigen-antibody  complex  disease,  allergy. 

Faculty  for  this  course  will  consist  of  twenty-five  physicians  of  the  Stanford  University  School  of  Medicine. 


INTENSIVE  CARE  NOVEMBER  1-5,  1976 

FOR  ALL  PHYSICIANS  INVOLVED  IN  THE  CARE  OF  THE  CRITICALLY  ILL 

OR  INJURED  PATIENT 

This  course  will  review  in  detail  the  current  status  of  management  principles  and  procedures  applicable  to  criti- 
cally ill  and  critically  injured  persons.  Topics  of  general  interest  will  be  covered  in  morning  lectures,  with  the  after- 
noon program  offering  a choice  of  problem-solving  sessions  and  seminars  and  demonstrations  in  specialized  topics. 
Twenty-nine  Stanford  University  School  of  Medicine  faculty  members  will  participate. 

General  lectures  will  cover;  hemodynamic  monitoring;  antiarrhythmic  drugs;  surgery  for  ischemic  heart  disease; 
respiratory  failure;  pathophysiology,  manifestations  and  management,  the  principles  and  practical  use  of  venti- 
lators; hemostatic  mechanisms;  common  bleeding  problems:  congenital-acquired;  diabetic  ketoacidosis  and  hyper- 
osmolar coma;  lactic  acidosis;  coma;  thromboembolism;  adult  respiratory  distress  syndrome. 

Elective  sessions  will  include:  EKG  problems:  acute  myocardial  mfarclion,  tachyarrhythmias,  bradyarrhythmias, 
ST-T  ctianges  in  severe  illness;  blood  gas  and  acid-base  problems;  respiratory  acidosis  and  alkalosis,  metabolic 
acidosis,  metabolic  alkalosis,  oxygen  transport;  water  and  electrolyte  problems:  water,  sodium,  potassium,  miscel- 
laneous problems;  acute  myocardial  infarction:  cardiogenic  shock,  arrhythmias,  emergency  surgery,  acute  rehabili- 
tation in  CCU;  ICU  methods:  resuscitation,  monitoring:  CVP  and  arterial  lines,  intracardiac  and  pulmonary  lines, 
pacemakers;  trauma:  injuries  to  the  face,  the  hands,  the  chest,  the  head  and  spine;  neonatal  crises:  neonatal 
asphyxia,  respiratory  distress  syndrome,  sepsis,  metabolic  crises  in  the  newborn;  ICU  management  problems:  use 
of  blood  components,  acute  renal  failure,  antibiotics  in  septic  crises,  hyperalimentation. 

Tuition  for  this  course  is  $250  with  registration  required  no  later  than  October  29.  Early  registration  is  advisable 
as  this  course  has  been  oversubscribed  in  previous  years. 

for  complete  details  send  coupon  

Clip  and  mail  to:  OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  TA145,  Stanford,  California  94305 
Telephone  (415)  497-5594 

PRIMARY  CARE  October  11-15,  1976 

Please  enroll  me  ($250  check  enclosed)  ________  Please  send  brochure 

INTENSIVE  CARE  November  1-5,  1976 

Please  enroll  me  ($250  chock  enclosed) Please  send  brochure  _ , 

NAME  - Specialty 

Last  First  (please  print) 

ADDRESS  ZIP 

(Checks  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 


FAMILY  PRACTICE  REVIEW 


MEETINGS 


The  Children’s  Hospital 

WHAT’S  NEW  IN  INFECTIOUS  DISEASE 


Humphreys  Postgraduate  Center, 

Denison  Library  Building, 

University  of  Colorado  Medical  Center 

October  11-15,  1976 

* * ♦ 

TREATMENT  OF  THE  ABUSED  AND  NEG- 
LECTED CHILD 


Tammen  Auditorium,  The  Children’s  Hospital, 
Denver 

September  10,  1976,  12  noon  to  4 p.m. 

* * * 

THE  TEAM  APPROACH  TO  THE  CARE  OF 
BURNS  IN  CHILDREN 


The  Executive  Tower  Inn,  Denver,  Colorado 

October  25-26,  1976 

Contact:  Office  of  Postgraduate  Medical 
Education,  4200  East  9th  Avenue,  Denver,  Colorado 
80220 


Boettcher  Auditorium,  The  Children’s  Hospital, 
Denver 

October  8,  1976,  8 a.m.  to  4 p.m. 

* * * 

PEDIATRIC  CRITICAL  CARE 

Century  Room,  Cosmopolitan  Hotel,  Denver 

November  19,  1976 — 8a.m.  to  4 p.m. 

November  20,  1976 — 8 a.m.  to  noon 

* * * 

LEGISLATIVE  ISSUES  IN  MATER- 
NAL/CHILD HEALTH 

Tammen  Auditorium,  The  Children’s  Hospital, 
Denver 

December  10,  1976 — 8a.m.  to  4 p.m. 

Contact:  Mary  Ann  Van  Gorp,  The  Children’s 
Hospital,  1056  East  19th  Avenue,  Denver,  Colorado 
80218. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

13TH  ANNUAL  HOSPITAL  MEDICAL  STAFF 
CONFERENCE 


American  Cancer  Society- 
National  Cancer  Institute 

NATIONAL  CONFERENCE  ON  CANCER 
RESEARCH  AND  CLINICAL  INVESTIGATION 

The  Chase-Park  Plaza  Hotel,  St.  Louis,  Missouri 

September  20-22,  1976 

Contact:  Sidney  L.  Arje,  MD,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York 
10017. 


The  American  College  of  Cardiology- 
Cardiology  Division, 

University  of  New  Mexico  School  of  Medicine 

THE  CLINICAL  SPECTRUM  OF  ADULT 
HEART  DISEASE 

Basic  Medical  Sciences  Building, 

University  of  New  Mexico, 

Health  Sciences  Center,  North  Campus, 
Albuquerque,  New  Mexico 

September  23-25,  1976 


Estes  Park,  Colorado 

September  13-17,  1976 

* ♦ * 

HIGH  RISK  INFANT  CARE 
University  of  Colorado  School  of  Medicine 
October  4-8,  1976 

for  1976 


Colorado  Health  Planning  Council 

COLORADO  PERINATAL  CARE  COUNCIL 

Fitzsimons  Officers’  Club, 

Fitzsimon’s  Army  Medical  Center,  Denver 

September  24,  1976,  9:00  a.m.  to  3:00  p.m. 
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Montrose  Memorial  Hospital 
MONTROSE  FALL  CLINICS 
October  1-2,  1976 

Contact:  N.  Robert  Brethouwer,  D.O.,  700  Main 
Street,  Montrose,  Colorado  81401. 

Colorado  Pharmacal  Association 

SECOND  ANNUAL  HIGH  ALTITUDE  MEDI- 
CAL SYMPOSIUM 

Colorado  Mountain  College, 

Frisco,  Colorado 

October  4,  1976,  9:00  a.m.  to  4:00  p.m. 

Contact:  Colorado  Mountain  College,  Box  567, 
Firsco,  Colorado  80443. 

American  Academy  of  Ophthalmology  and 
Otolaryngology 

ANNUAL  MEETING 

Las  Vegas  Convention  Center,  Las  Vegas,  Nevada 
October  6-10,  1976 

Contact:  Alfred  K.  Walter,  6th  and  Walnut  Sts., 
Reading,  Pennsylvania  19603. 

Montana  Medical  Association 
98TH  ANNUAL  MEETING 
Heritage  Inn,  Billings,  Montana 
October  7-9,  1976 

West  Coast  Allergy  Society 
15TH  ANNUAL  SCIENTIFIC  PROGRAM 
Washington  Plaza  Hotel,  Seattle,  Washington 
October  7-9,  1976 

Contact:  William  H.  Wilson,  MD,  West  Coast 
Allergy  Society,  2164  S.W.  Park  Place,  Portland, 
Oregon  97205.  

American  College  of  Allergists 

INTERNATIONAL  FOOD  SYMPOSIUM 

Four  Seasons  Sheraton  Hotel,  Toronto,  Ontario, 
Canada 

October  13-15,  1975 

Contact:  Frances  P.  White,  2141  14th  St., 
Boulder,  Colorado  80302. 


Denver  Commission  on  Disabled 

GOVERNOR’S  CONFERENCE  ON 
PHYSICALLY  HANDICAPPED 

Marriott  Hotel,  Denver,  Colorado 

October  15-17,  1976 

Contact:  Janet  Anderson,  Governor’s  Conference 
on  the  Physically  Handicapped,  State  Capitol, 
Denver,  Colorado  80203  or  call:  (303)  892-2760. 


American  College  of  Angiology 
WESTERN  CLINICAL  CONFERENCE 
Double  Tree  Inn,  Tucson,  Arizona 
October  15-24,  1976 

Contact:  Committee  on  Continuing  Medical 
Education,  American  College  of  Angiology,  286 
Northern  Boulevard,  Great  Neck,  New  York  11021. 


American  College  of  Emergency  Physicians 

4TH  ANNUAL  COMBINED  SCIENTIFIC 
ASSEMBLY 

New  Orleans,  Louisiana 

October  12-14,  1976 

Contact:  ACEP/EDNA  Scientific  Assembly,  3900 
Capital  City  Boulevard,  Lansing,  Michigan,  48906. 


The  New  Mexico  Heart  Institute-Presbyterian 
Hospital  Center 

ELECTROCARDIOGRAPHIC 
INTERPRETATION  FOR  THE  CLINICIAN 

Presbyterian  Hospital  Center, 

Albuquerque,  New  Mexico 

October  21-23,  1976 

Contact:  Presbyterian  Hospital  Center,  Albuquer- 
que, New  Mexico  87106. 


University  of  Texas  Health  Science  Center 

GASTROINTESTINAL  RADIOLOGY,  A 
REFRESHER  COURSE 

Fairmont  Hotel,  Dallas,  Texas 

October  29-31,  1976 

Contact:  Robert  N.  Berk,  MD,  Department  of 
Radiology,  Parkland  Memorial  Hospital,  5201  Harry 
Hines  Boulevard,  Dallas,  Texas  75235. 
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Rocky  Mountain  Medical  Journal 


American  Association  for  the  Study  of  Liver 
Diseases 

VIRAL  HEPATITIS, 

A POSTGRADUATE  SYMPOSIUM 

Hyatt  Regency  Hotel,  Chicago,  Illinois 

November  3-4,  1976 

Contact:  A.A.S.L.D.  Postgraduate  Symposium  on 
Viral  Hepatitis,  c/o  Charles  B.  Slack,  Inc.,  6900  Grove 
Road,  Thorofare,  New  Jersey. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Complete  and  personalized  service  for 
all  your  graphic  arts  needs 


•Design  assistance 
•Computerized  photo  type 
•4-color  process  oflsel 
•Complete  bindery 
•Mailing  Service 


•v 

• Magazines 
•Catalogues 
•Annual  reprints 

* Booklels/Books 
•Brochures 

I 


892-0166 

2177  West  Seventh  Avenue 
Denver,  Colorado  80204 


SECOND  ANNUAL  COLORADO 
RURAL  HEALTH  CONFERENCE 

November  5-6,  1976 
Colorado  State  University 
Fort  Collins,  Colorado 

To  increase  awareness  of  problems  and  to  inspire  people  to  improve  and  offer  concrete  solutions. 

Objectives 

Solution  to  problem  of  maldistribution  of  qualified  personnel. 

Establish  communication  between  providers,  consumers,  and  media. 

Application  of  team  approach. 

Elimination  of  barriers  of  access,  i.e..  transportation,  social,  cultural,  and  educational. 
Planning  and  development  of  measures  of  performance  for  rural  health. 

Registration  Fee:  $30.00,  includes  two  luncheons,  and  continental  breakfasts. 

Contact:  Rural  Health  Conference 
Colorado  Medical  Society 
1601  East  19th  Avenue 
Denver.  Colorado  80218 

Sponsors:  Colorado  Medical  Society,  Colorado  Hospital  Association,  Colorado  Society  for  Medical 
Technology,  Colorado  Dental  Association,  Mental  Health  Association  of  Colorado,  .Academy  of  ('hild 
Health  Associates,  Colorado  Osteopathic  Association,  Colorado  Optometric  Association,  and  Central- 
Northeast  Colorado  Health  Systems  Agency.  Inc. 
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maiDE 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 

FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR. ' A 
brief  summary  follows: 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications;  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings;  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


caroiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K*  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazardsTo  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K+  frequently;  both  can  cause  retention  and 
elevated  serum  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  m patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosi 
and  aplastic  anemia  have  been  reported  wi 
thiazides.  Do  periodic  blood  studies  in  cirrhoti 
to  check  for  nondrug-related  variations  in  bloi 
pictures,  and  in  patients  with  folic  acid  depletio 
since  ‘Dyrenium’  may  contribute  to  appearan 
of  megaloblastosis.  Antihypertensive  effect  m; 
be  enhanced  iii  post-sympathectomy  patient 
Use  cautiously  in  surgical  patients.  The  followii 
may  occur:  transient  elevated  BUN  or  creatini 
or  both,  hyperglycemia  and  glycosuria  (diabe 
insulin  requirements  may  be  altered),  hyperu 
cemia  and  gout,  digitalis  intoxication  (in  hyj 
kalemia),  decreasing  alkali  reserve  with  possil; 
metabolic  acidosis.  ‘Dyazide’  interferes  wi, 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions;  Muscle  cramps,  weaknei,' 
dizziness,  headache,  dry  mouth;  anaphylax,- 
rash,  urticaria,  photosensitivity,  purpura,  otf‘ 
dermatological  conditions;  nausea  and  vomitiri 
diarrhea,  constipation,  other  gastrointestinal  d- 
turbances.  Necrotizing  vasculitis,  paresthesi.: 
icterus,  pancreatitis,  xanthopsia  and,  rare, 
allergic  pneumonitis  have  occurred  with  th- 
zides  alone.  , 

Supplied:  Bottles  of  100  and  1000  capsulb 
Single  Unit  Packages  of  100  (intended  for  !■ 
stitutional  use  only). 

SK&F  CO.,  Carolina,  P.R.  00630  I 

Subsidiary  of  SmithKline  Corporation  1 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURI 


New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 


A recently  updated  bibliography  on  medical  prac- 
tice management,  including  several  articles  on  incor- 
poration, can  be  obtained  at  the  Reference  Desk.  The 
Library  has  also  recently  received  a set  of  six  cassette 
tapes  titled  "Principles  of  Medical  Practice  Manage- 
ment” through  Medical  Society  Business  Services, 
Inc.  These  tapes  were  prepared  through  the  auspices 
of  the  Pennsylvania  Medical  Society. 

Recent  Acquisitions 

An  Atlas  of  Clinical  Neurology:  John  D.  Spillane.  2d  ed.  New 
York.  Oxford  University  Press,  1975.  438  p.  $27.00. 

Biochemistry  and  Pharmacology  of  Platelets:  Symposium  on  Bio- 
chemistry and  Pharmacology  of  Platelets.  New  York,  Elsevier,  1975. 
3,52  p.  (Ciba  Foundation  Symposium,  35)  Gift. 

Congenital  Disorders  of  Erythropoiesis:  Symposium  on  Congeni- 
tal Disorders  of  Erythropoiesis.  New  York,  Elsevier,  1976.  408  p. 
(Ciba  Foundation  Symposium,  37)  Gift. 

The  Fine  Art  of  Understanding  Patients:  Richard  C.  Bates, 
Oradell,  N.J.,  Medical  Economics,  1972.  182  p.  .$8.00. 

Gastrointestinal  Emergencies:  H,  R.  Clearfield  and  V.  P.  Dinoso. 
New  York,  Grune  & Stratton,  1976.  305  p.  $27.00, 

Group  Work  with  the  Aged:  Susan  H.  Kubie  and  Gertrude  Lan- 
dau. New  York,  International  Universities  Press,  1975.  214  p.  $2.95. 

Grinker’s  Neurology:  Nicholas  A.  Vick,  7th  ed.  Springfield,  111., 
Thomas,  1976.  1086  p.  .$43. ,50. 

Immediate  Care  of  the  Acutely  111  and  Injured:  Hugh  E.  Stephen- 
son, ed.  St.  Louis.  Mosby.  1974.  266  p,  $9. .50. 

International  Classification  of  Health  Problems  in  Primary 
Care:  World  Organization  of  National  Colleges,  Academies,  and 
Academic  Association  of  GP's.  Chicago,  AHA.  1975.  119  p.  $4.00. 

The  Kidney:  B.  M.  Brenner  and  F.  C.  Rector,  eds.  Philadelphia, 
Saunders,  1976.  2 v.  $85.00  set. 

Manual  on  Alcoholism:  American  Medical  Association.  Chicago. 
AMA,  1968.  92  p.  Gift. 

Needle  Biopsy:  Thomas  J.  Deeley.  London,  Butterworths.  1974.  170 
p.  $3.. 50. 

Not  of  One  Mind:  Dale  Tarnowrecki.  New  York.  American  Man- 
agement Association,  1976.  128  p.  Gift. 


Obesity  in  Perspective:  John  E.  Fogarty  International  Center  for 
Advanced  Study  in  the  Health  Sciences.  Bethesda,  Md.,  National 
Institutes  of  Health,  1975.  527  p.  Gift. 

Parent-Infant  Interaction:  Symposium  on  Parent-Infant  Inter- 
action. New  York,  Elsevier,  1975.  324  p.  (Ciba  Foundation  Sym- 
posium, 33)  Gift. 

Physician’s  Guide  to  Depression:  Ronald  R.  Fieve.  New  York,  PW 
Communications,  Inc.,  1975.  137  p.  Gift. 

Predicting  Adolescent  Drug  Abuse:  Dan  J.  Lettieri,  ed.  Washing- 
ton, D.C.  GPO,  1975.  361  p.  Gift. 

The  Truth  About  Medical  Malpractice:  Ronald  E.  Gots.  New 
York,  Stein  and  Day,  1975.  216  p.  $7.95. 

Your  Family  and  the  Law:  Jack  E.  Horsley  and  John  Carlova.  Ora- 
dell, N.J.,  Medical  Economics,  1975.  166  p.  $8.45. 

Book  Review 

Obesity:  Etiology,  Treatment,  and  Management, 
Edited  by  Milton  V.  Kline,  Lester  L.  Coleman,  MD, 
and  Erika  E.  Wick.  450  p.  C.  C.  Thomas,  Spring- 
field,  Illinois,  1976.  $21.75. 

This  volume  would  make  an  interesting  addition 
to  the  library  of  the  physician  particularly  interested 
in  obesity.  Constructed  on  the  thesis  that  obesity  is  a 
“multi  dimensional  problem”  it  dwells  primarily  on 
the  psychologic  factors  involved  with  an  outline  of 
treatment  by  various  psychologic  modalities.  The 
first  five  chapters  are  devoted  to  overeating  patterns 
associated  with  emotional  disorders,  social  factors, 
etc.,  and  treatment  by  hypnotherapy  and  other  psy- 
chiatric methods.  Most  of  the  book,  however,  is  com- 
prised of  selected  readings  or  reprints  of  articles 
which  have  appeared  elsewhere  in  various  journals. 
Valuable  for  the  interested  physician  is  a 
bibliography  of  ninety  pages!  The  entire  volume  sup- 
ports Rynearson’s  dictum  to  “treat  the  patient  who 
has  the  obesity  rather  than  the  symptom  per  se.” 

William  B.  Condon,  MD 
Denver 


Respiratory  Physiology,  3rd  ed.,  by  N.  Balfour 
Slonim  & Lyle  H.  Hamilton,  C.  V.  Mosby  Co.,  St. 
Louis,  1976,  243  pp.,  $9.75. 

This  current  editon  of  Respiratory  Physiology  is  . 
an  update  of  the  previous  copies  of  1967  and  1971.  It  is 
timely  and  relevant. 

The  book  is  very  readable,  written  clearly,  yet, 
covers  all  subjects  in  great  depth.  Because  of  these 
attributes,  it  should  be  of  inestimable  value  to  a 
number  of  medical  and  paramedical  disci- 
plines— students,  house  officers,  practicing  and 
academic  physicians,  physiologists  and  other  basic 
science  teachers,  respiratory  therapy  directors  and 
technicians.  It  is  an  excellent  reference  text  with  a 
wealth  of  material  easily  found. 

In  spite  of  the  soft  cover  binding,  it  is  clean,  sharp 
and  has  a dignified  appearance.  Surely  this  be  a 
worthwhile  and  often-used  addition  to  anyone  even 
remotely  concerned  with  the  physiology  and  patho- 
physiology of  respiration. 

W.  Gerald  Rainier,  MD,  MS 
Denver 
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Colorado 

Walter  A.  Schoen,  MD,  of  Greeley  died  Thurs- 
day, May  20  at  Weld  County  Hospital  after  a month’s 
illness.  He  was  88  years  of  age.  Born  October  2,  1887 
in  Kansas  City,  Missouri,  he  came  to  Cripple  Creek 
with  his  parents  in  1896.  His  father  operated  a drug 
store  in  the  Cripple  Creek  area  for  years. 

After  graduating  from  high  school,  he  entered  the 
University  of  Colorado  School  of  Medicine,  then 
situated  in  Boulder.  He  received  his  M.D.  degree  in 

1911.  After  an  internship  at  the  Denver  and  Rio 
Grande  Hospital  in  Salida,  he  opened  an  office  for  the 
general  practice  of  medicine  in  Victor,  Colorado  in 

1912.  He  and  Doctor  Charles  Elliott  operated  the  Red 
Cross  Hospital  in  Victor  until  Doctor  Schoen  moved 
to  Greeley  in  1922.  By  that  time  the  population  of  the 
Cripple  Creek-Victor  mining  district  had  dwindled 
from  50,000  to  less  than  5,000,  and  most  of  the 
railroads  and  electric  lines  serving  the  district  had 
discontinued  operations. 

Doctor  Schoen  was  a member  of  the  Weld  County 
and  Colorado  Medical  societies  and  of  the  A.M.A.  He 
served  as  president  of  the  Weld  County  Medical  So- 
ciety in  1946.  He  was  a Mason  and  a member  of  the 
Cosmopolitan  Club  International  of  Greeley.  He 
belonged  to  the  Omega  Upsilon  medical  fraternity 
and  the  University  of  Colorado  Alumni  Association. 
He  served  many  years  as  health  officer  of  both  Gree- 
ley and  Weld  County.  He  was  examining  physician 
for  the  Weld  County  Selective  Service  Board,  and  was 
physician  to  the  National  Guard  company  of  the  dis- 
trict for  18  years.  He  was  a trustee  of  the  Colorado 
Blue  Cross  and  Blue  Shield  for  many  years. 

In  1941  he  was  married  to  Fern  Lang  of  Mon- 
mouth, Illinois.  Mrs.  Schoen  survives  the  doctor,  as 
does  his  son.  Dr.  Walter  A.  Schoen,  Jr.,  Albuquer- 
que, New  Mexico,  and  two  granddaughters,  Mrs.  Tim 
(Lynn)  Simmons  of  Fort  Collins,  and  Karen  Schoen 
of  New  York  City. 


James  A.  Philpott,  Sr.,  MD,  died  Friday,  June 
11,  1976  in  Denver  following  a long  illness.  He  was  88 
years  of  age;  born  June  16,  1885  in  Iona,  Ontario,  Can- 
ada. His  family  moved  in  1898  to  Colorado,  ul- 
timately settling  at  Cripple  Creek,  at  that  time  a 
boom  town. 

He  was  graduated  from  Cripple  Creek  High  School 
in  1904,  and  worked  at  various  jobs  until  in  1908  he 
entered  the  University  of  Colorado  School  of  Med- 
icine, from  which  he  received  his  M.D.  degree  in  1912. 

After  an  internship  served  in  Denver’s  St.  Joseph 
Hospital  he  joined  his  uncle  who  was  practicing  med- 
icine in  Winnipeg,  Canada.  He  returned  to  Denver  in 
1914,  joining  Dr.  O.  S.  Fowler  in  his  general  practice 
which  was  heavily  weighted  towards  urology.  During 


World  War  I he  served  in  the  Army,  being  assigned  to 
the  Urological  service  of  an  army  hospital  in  Louis- 
ville, Kentucky. 

Following  the  war  he  returned  to  Denver  and 
opened  an  office  for  the  practice  of  urology.  He  was  on 
the  staffs  of  St.  Joseph,  Children’s,  Denver  General, 
and  Colorado  General  hospitals.  He  was  on  the 
faculty  of  the  University  of  Colorado  School  of  Med- 
icine, holding  the  rank  of  Emeritus  Clinical  Professor 
of  Surgery.  For  some  years  he  was  head  of  the  urolog- 
ical division  of  that  institution. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  societies,  and  the  A.M.A.  He  belonged  to  the 
American  Urological  Association  and  American  Uro- 
logical Association,  South  Central  Section.  He  was 
certified  by  the  American  Board  of  Urology  in  1938. 

He  was  married  to  Hazel  Schwalb  of  Denver  in 
1916.  She  died  in  1942.  Surviving  the  doctor  are  a son 
Dr.  James  A.  Jr.,  of  Aspen;  two  daughters,  Mrs. 
Sally  McNamara  and  Mrs.  Catharine  Rhodes  of  Den- 
ver; and  twelve  grandchildren  and  three  greatgrand- 
children. His  brothers,  Drs.  Osgood  S.  and  Ivan  W. 
also  survive. 


Doctor  Bernard  B.  Longwell,  nationally  known 
biochemist  who  served  in  the  Department  of  Bio- 
chemistry at  the  University  of  Colorado  School  of 
Medicine  from  1929  to  1952,  died  on  May  3,  1976  in 
Albuquerque,  New  Mexico. 

Doctor  Longwell  was  born  April  12,  1904  in  Fores- 
man,  Indiana,  and  was  educated  in  the  public  schools 
of  Brook  and  Monon,  Indiana,  and  attended  DePauw 
University  in  Indiana,  but  was  graduated  in  1928 
from  Colorado  College. 

After  one  year  at  the  University  of  Colorado 
School  of  Medicine  he  entered  the  graduate  school  at 
the  University,  obtaining  in  Biochemistry  his  Mas- 
ter’s degree  in  1932  and  in  1933  his  PhD. 

From  1929  to  1952  he  was  on  the  faculty  of  the 
School  of  Medicine  at  the  University,  in  the  Depart- 
ment of  Biochemistry,  attaining  the  rank  of  professor. 

During  1939-40  he  studied  at  Columbia  Univer- 
sity with  Doctor  Withersteiner,  an  international 
figure  in  organic  chemistry. 

In  1952  he  became  Director  of  Clinical  Laborator- 
ies at  the  Lovelace  Clinic,  then  Bataan  Methodist 
Hospital,  in  Albuquerque  where  he  served  until  retir- 
ing in  1969. 

Doctor  Longwell  was  a member  of  national  scien- 
tific societies  related  to  his  profession.  He  was  also  a 
member  of  Sigma  Xi,  Alpha  Omega  Alpha,  and 
Sigma  Nu. 

Doctor  Longwell  is  survived  by  his  widow,  Mrs. 
Christine  Longwell,  one  step-daughter,  Cynthia  Cal- 
vin of  Denver,  and  two  step-sons,  John  Calvin, 
Seville,  Spain,  and  Edward  Calvin,  Denver,  and  a 
brother.  Doctor  Freeman  Longwell,  Denver. 


Doctor  Harry  Elmer  Coakley  of  Pueblo,  Colorado 
died  April  18,  1976.  He  had  practiced  his  specialty  of 
urology  in  Pueblo  since  1940.  Born  August  17,  1897  in 
Bellville,  Indiana,  he  came  to  Colorado  at  an  early  age 
and  was  educated  in  the  public  schools  of  Denver.  He 
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enrolled  in  the  University  of  Colorado  from  which  in- 
stitution he  received  his  MD  in  1923. 

After  an  internship  in  St.  Joseph  Hospital, 
Denver,  he  entered  practice  in  Denver  with  Dr.  Harry 
McGraw.  In  1939  he  entered  a graduate  training 
program  in  urology  at  Polyclinic  Hospital,  New  York 
City.  Upon  completion  of  this  course  he  located  in 
Pueblo,  limiting  his  practice  to  urology.  He  became 
associated  with  Dr.  Harold  Low,  chief  surgeon  of  the 
Colorado  Fuel  and  Iron  Company. 

Doctor  Coakley  was  a member  of  the  Pueblo 
County  and  Colorado  Medical  societies,  and  the 
AMA.  He  was  a member  of  the  Southwestern  Branch 
of  the  American  Urological  Society  and  of  the  Pueblo 
Clinical  and  Pathological  Society.  He  served  as  presi- 
dent of  the  latter  organization  in  1945,  and  was  secre- 
tary-treasurer of  the  Pueblo  County  Medical  Society 
in  1944.  He  was  a staff  member  of  Corwin  and  St. 
Mary’s  Hospitals  and  of  Parkview  Hospital. 

He  belonged  to  the  Elks,  Kiwanis  Club,  and  the 
Pueblo  County  Golf  Club. 

In  1919  he  was  married  to  Genevieve  Patton  of 
Boulder.  After  a divorce,  he  was  married  to  Agnes 
Ryan  of  Denver  who  survives,  as  does  a daughter, 
Mrs.  Sally  Beaton,  Burbank,  California. 

Doctor  James  M.  Perkins  died  Saturday,  July  24, 
1976  in  Denver  of  amyotropic-lateral  sclerosis.  Born 
August  19,  1910  in  Denver,  and  educated  in  the  public 
schools  of  that  city,  he  received  an  AB  degree  from  the 
University  of  Missouri  in  1932,  and  an  MD  from  St. 
Louis  University  in  1936.  After  an  internship  at 
Denver’s  Mercy  Hospital  and  a General  Practice 
Residency  at  St.  Luke’s  Hospital  he  opened  an  office 
for  general  practice  and  obstetrics  in  Denver  in  1939. 
He  was  Chief  of  Staff  at  St.  Luke’s  Hospital  in  1960. 

Throughout  his  professional  life  Doctor  Perkins 
contributed  substantially  of  his  time  to  civic  as  well 
as  professional  activities. 

He  was  president  of  the  Denver  Medical  Society  in 
1958,  secretary  from  1949  to  1954,  and  trustee  from 

1957  to  1963.  He  was  president  of  the  Denver  Medical 
Club  in  1957  and  secretary  1947-1954.  He  was 
secretary  and  trustee  of  the  Colorado  Medical  Society 
from  1954  to  1957.  He  was  on  the  board  of  directors  of 
the  American  Academy  of  General  Practitioners  from 

1958  to  1961,  and  served  on  the  Commission  on 
Hospitals  of  the  AAGP  1955-1958.  He  was  a Delegate 
to  the  AAGP  1952-1958.  He  served  as  a member  of  the 
House  of  Delegates  of  the  Colorado  Medical  Society 
from  1947  until  his  death.  He  chaired  numerous  com- 
mittees for  the  medical  society,  including  bylaws, 
hospital  staff  committee,  reference  committees,  etc. 
In  addition  he  was  active  in  the  Red  Cross,  selective 
service,  National  Guard,  and  numerous  civic 
organizations. 

He  was  married  to  Juanita  Evans  Venrick  of 
Smithville,  Missouri  on  October  5,  1933.  Mrs.  Perkins 
survives  the  doctor  as  does  a son,  James,  of  Dallas, 
Texas.  A sister.  Miss  Constance  M.  Perkins,  of 
Pasadena,  Calfiornia,  and  three  grandchildren  also 
survive. 


Doctor  Horace  P.  Marvin  died  Saturday,  July  24, 
1976  in  Denver  at  the  age  of  74.  Born  April  25,  1902  in 
Essex  Junction,  Vermont,  he  received  his  MD  from 
the  University  of  Vermont  in  1926.  He  interned  at 
Walter  Reed  Hospital  in  Washington,  D.C.,  and  con- 
tinued his  graduate  training  at  various  Army  in- 
stallations within  the  continental  United  States  and 
its  possessions. 

His  principal  interest  was  internal  medicine,  with 
special  emphasis  on  gastroenterology.  His  last  assign- 
ment was  at  Fitzsimons  Army  General  Hospital  near 
Denver  where  he  was  Chief  of  Medicine  from  1942  to 
1944,  then  Executive  Officer  until  he  retired  with  the 
rank  of  Colonel. 

He  was  certified  by  the  American  Board  of  Inter- 
nal Medicine  in  1937.  He  was  a member  of  the  Denver 
and  Colorado  Medical  societies  and  the  AMA,  a 
Fellow  of  the  American  College  of  Physicians,  a 
Fellow  of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  Geriatric  Society,  a member 
of  the  Colorado  Society  of  Internal  Medicine,  the 
International  Society  of  Internal  Medicine,  and  the 
American  Society  for  Gastrointestinal  Endoscopy. 

He  was  editor  of  the  official  publication  of  the 
American  Society  for  Gastroinestinal  Endoscopy  from 
1971  to  1971,  and  of  the  Denver  Medical  Society 
Bulletin  in  1964.  He  received  the  Schindler  Award  of 
the  American  Society  for  Gastrointestinal  Endoscopy 
in  1969.  Doctor  Marvin  was  a member  of  the  Kappa 
Sigma  fraternity,  Nu  Sigma  Nu  medical  fraternity, 
and  Theta  Kappa  Psi  honorary  medical  fraternity.  He 
belonged  to  the  University  Club,  the  City  Club  of 
Denver,  Mount  Vernon  Country  Club,  the  Masonic 
lodge,  Fitzsimons  Army  General  Hospital  Officers 
Club,  the  American  Legion,  and  the  Retired  Officers 
Association. 

He  was  married  to  Harriet  Nevill  of  Savannah, 
Georgia  on  February  10,  1927.  She  died  in  1953.  In 
1954  he  was  married  to  Helen  Noyse  Thomasson  of 
Denver,  and  she  survives  him,  along  with  two 
brothers,  Lawrence  H.  Marvin,  Essex  Junction,  Ver- 
mont, and  Reinold  H.  Marvin,  Verona  Beach,  New 
York. 

Doctor  Hermann  B.  Stein  died  July  22,  1976  in 
Denver,  Colorado.  Born  May  1897  in  Lyons,  Indiana, 
and  educated  in  the  public  schools  of  that  city,  he 
received  his  MD  from  the  University  of  Indiana  in 
1923.  After  an  internship  at  Chairty  Hospital  in  New 
Orleans  he  came  to  Denver  and  served  a medical 
residency  at  Colorado  General  Hospital. 

Initially  interested  in  pediatrics,  he  later  took  up 
anesthesiology  which  specialty  he  continued  until  his 
retirement  in  1965.  During  World  War  II  he  was  Chief 
of  Anesthesiology  with  the  29th  Army  General  Hos- 
pital, a University  of  Colorado  Unit,  serving  through- 
out the  war  in  the  Southwest  Pacific. 

Doctor  Stein  had  been  a member  of  the  faculty  of 
the  University  of  Colorado  School  of  Medicine  since 
1933,  and  retired  in  1965  with  the  academic  rank  of 
Assistant  Clinical  Professor  in  Anesthesiology. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  societies  and  the  AMA,  and  of  the  American 
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Society  of  Anesthesiologists,  Sigma  Xi,  and  the 
American  Association  for  the  Advancement  of 
Science. 

In  1970  he  endowed  the  Hermann  B.  Stein  Lec- 
tureship in  Anesthesiology  at  the  University  of 
Colorado  Medical  Center. 

In  1926  Doctor  Stein  was  married  to  Mendell 
Winter  of  Shreveport,  Louisiana.  Mrs.  Stein  survives 
as  do  a son,  Dr.  Donald  W.  Stein  of  Boulder, 
Colorado,  and  Dr.  Janet  R.  Stein,  a botanist  of  Van- 
couver, British  Columbia,  Canada. 

Doctor  Harold  Hatch  Gile  died  Wednesday,  June 
23,  1976  in  Colorado  Springs,  at  the  age  of  83.  Born 
January  30,  1893  in  Colorado  Springs,  he  was  the  son 
of  Moses  Clement  Gile,  former  Professor  of  Classics  at 
Colorado  College.  He  was  a Princeton  graduate, 
whose  MD  was  from  Columbia  University  in  1923. 

During  World  War  I he  served  three  years  with  the 
British  Royal  Flying  Corps.  After  an  internship  at 
Presbyterian  Hospital  in  New  York  he  took  a 
residency  in  urology  at  Peter  Bent  Brigham  Hospital 
in  Boston.  He  returned  to  Presbyterian  Hospital  in 
New  York  as  a member  of  the  faculty  of  Columbia 
University,  holding  the  academic  rank  of  Assistant 
Professor  of  Urology. 

In  1940  he  returned  to  Denver  and  opened  an  office 
for  the  private  practice  of  urology.  In  the  1950s  he 
joined  the  staff  of  Veterans  Hospital,  Cheyenne.  In  re- 
cent years  he  retired  to  his  home  in  the  Black  Forest 
area  near  Colorado  Springs. 


He  was  a member  of  the  Denver  and  Colorado 
Medical  societies,  the  AMA,  and  the  American 
Urological  Society.  He  was  a diplomate  of  the 
American  Board  of  Urology. 

Doctor  Gile  was  married  to  Charlotte  Kissel  of 
Colorado  Springs  in  1920.  They  had  two  sons, 
Frederick,  deceased,  and  Harold  H.  Jr.  Mrs.  Gile  and 
son  Harold  survive,  as  do  five  grandchildren  and  one 
great-grandchild. 

Doctor  Jeffrey  Brooke  Miller,  first-year  resident 
in  the  Family  Practice  program  at  Weld  General 
Hospital,  Greeley,  Colorado,  whose  application  to 
become  a member  of  the  Colorado  Medical  Society 
was  pending,  drowned  in  the  flooding  of  the  Big 
Thompson  Canyon  in  Colorado  on  Saturday,  July  31, 
1976. 

Doctor  Miller  was  born  May  29,  1949  in  Bryan, 
Ohio.  He  received  his  MD  from  the  University  of 
Miami  in  1976,  and  took  postgraduate  work  in  en- 
docrinology at  the  College  of  Georgia.  His  parents  of 
Florida  survive. 

Montana 

George  D.  Waller,  MD,  Cut  Bank.  Montana  died 
July  12,  1976  at  the  age  of  73.  Doctor  Waller  served  on 
several  committees  of  the  Montana  Medical  Associa- 
tion in  which  he  had  been  a member  since  1947.  He 
also  was  a member  of  the  American  Medical 
Association.  His  widow  survives. 


The  Golorado  Medical  Society 
...is  concerned  about  your  Tuture 


And  you  should  be,  too.  Many 
years  of  hard  work  and  sacrifice 
got  you  where  you  are.  Much  of 
this  was  achieved  through  your 
efforts  and  your  ability  to  learn. 

However,  your  financial  security 
would  be  destroyed  if  you  sud- 
denly lost  your  most  valuable 
asset  , . , your  ability  to  earn. 
That's  why  the  Colorado  Medical 
Society  has  endorsed  the  Mutual 
of  Omaha  Disability  Income  Pro- 
tection Plan  for  its  members. 

Mutual  of  Omaha  cannot  protect 
you  from  a disability,  but  they 
can  help  safeguard  your  income. 


You  and  your  family  can  receive 
regular  monthly  benetits  when  a 
covered  sickness  or  injury  keeps 
you  from  working.  These  benefits 
are  tax-free  under  current  federal 
income  tax  laws  And  your  Asso- 
ciation's plan  provides  coverage 
whether  you  are  at  home  or  in 
the  hospital  Whafs  more.  Mutual 
of  Omaha  provides  personal  ser- 
vice to  help  you  select  the  right 
plan. 

For  more  information  on  how 
you  can  protect  your  family's 
future,  just  fill  out  the  coupon 
below  Of  course,  there  is  no 
obligation. 


UNUERWRITTEN  BY 

Mutual 

srOmaha.^Lx 

Ppopip  ifou  can  count  on... 

Life  Insurance  Affiliale:  United  of  Omaha 

MVTL  AL  or  OMAHA  INSURASCf  COMPANY 


Colorado  Medical  Society 
Insurance  Program 


Please  send  me  full  details  on  the 
Disability  Income  Protection  Plan 
available  to  me  as  a CMS  member. 


Name 


Address 


City 


State 


Zip 


MAIL  COUPON  TO  YOUR  NEARIST  REPRESENTATIVE 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 
Wheat  Ridge, 

Colorado  80033 


T ony  Occhiuto 

902  North  Circle  Drive, 

Suite  206 

P.O.  Box  9226,  Station  A 
Colorado  Springs, 
Colorado  80932 


Carl  Roderick 
Greeley  National  Plaza 
827  8th  Street 
Suite  660 

Greeley,  Colorado  80631 
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WANT  ADS 


COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive 
remuneration;  flexible  scheduling.  Contact:  Drs.  Cooper  or  Spurgeon 
toll-free:  800-325-3982.  1275-1-TFB 


W.AN'r  TO  RKLOCATE'^  Physicians,  all  specialties,  including 
Familv  Practice.  New  4-story  Medical  Arts  Building  ready  for  oc- 
cupaiH'V.  .Adjacent  to  3.50-bed  general  acute  hospital.  City  of  125,01)0. 
Close  to  all  winter  sports,  water  sports,  mountains.  -lust  100  miles 
from  Denver.  Ideal  climate.  Ibiusually  liberal  opportunity  to  enter 
private  group  practice.  Established  physicians  or  newly  graduated 
residents  both  welcome.  Contact:  Lee  Schlabach.  Administrator, 
Parkview  Episcopal  Hospital,  400  W.  Itlth  Street,  Pueblo,  Colorado 
SlOO:!.  ,57fi-10-3B 


DOC'rOK:  ('omliine  a salaried  medical  position  with  an  EPS  prac- 
tice. We  arc  members  of  a NA'SE  company  and  can  offer  you  the 
nnirpie  combination  of  a guaranteed  compensation  package  while 
von  pursue  your  own  practice,  in  some  of  the  most  desirable  living 
areas  in  the  West  and  Midwest — Newport  Beach,  Denver,  Salt  Lake. 
Las  Vegas  and  Spokane.  For  the  complete  story  send  your  ('V  to  the 
address  lielow,  or  call  toll-free  8l)l)-854-3020  or  in  ('alifornia  call 
collect:  1714)  1145-4311).  George  Danyla,  Advanced  Health  .Systems, 
881  I )over  I )rive,  Newport  Beach,  California  921163.  .An  equal  oppor- 
lunilv  employer  m/f.  576-12-4B 


WANTFID:  Primary  care  physicians  to  help  staff  correctional  med- 
ical services  in  rural  location.  Easy  access  to  recreation  and 
cities.  Part-time,  full-time.  .Salary  to  .$36,876,  depending  on  qual- 
ifications and  experience.  Accredited  local  hospital.  Colorado  license 
required.  Real  o|)portunity  to  take  part  in  improving  correctional 
medical  system.  Contact:  •!.  B.  Aycrigg,  MD,  4150  South  Lowell 
Boulevard.  Denver,  Colorado  81)236  or  Call:  1303)  761-0221). 

,576-23-3B 


FOR  LEASE:  MEDICAL  OFFICE  SPACE,  ,3000  square  foot,  at  18th 
at  Kipling  Street.  For  information  call:  1303)  2T3-1223.  976-1-lB 


WANTED:  EMERGENCY  DEPARTMENT  PHYSICIAN  to  join 
three-physician  group.  Minimum  guarantee/fee-for-service  con- 
tract with  fringe  benefits.  Contact:  Richard  Harris.  MD,  Director, 
San  .Juan  Hospital,  Farmington.  New  Mexico,  87401.  Send 
curriculum  vitae  or  call  toll-free:  1 (800)  325-3982.  976-2-3B 


EMERGENCY  PHYSICIANS.  Continue  to  live  at  home;  supple- 
ment your  income  while  commuting  to  our  nationwide  locations. 
Scheduling  flexible  — weekends,  weekly,  or  monthly  — part-time, 
locum  tenens,  or  full-time.  Commuting  allowance,  paid  malpractice 
and  state  license  fees;  excellent  remuneration.  Contact:  Drs.  Cooper, 
Spurgeon,  or  Greenberg  toll  free:  1 (800)  325-.3982  for  details 

976-3-3B 


LARGE  PRACTICE  OF  26  YEARS  DURATION  AVAILABLE  due 
acute  onset  of  p disability.  Need  of  one  or  two  Family  Practitioners 
— one  to  he  preferably  a Flight  Surgeon,  pilot,  or  AME  capable  of 
carrying  on  First.  Second,  and  Third  Class  flight  exams.  75  Bed 
accredited  modern  hospital;  expansion  program  now  under  way. 
Terms.  References  needed.  References  will  be  given.  976-5-3 


TO  SlIBLEASE:  Beautiful,  finished  830  sq.  ft.  medical  office  in  ex- 
cellent Aurora  location.  Near  to  both  Aurora  hospitals.  Call:  (303) 
341-1514,  976-4-lB 


IMMEDIATE  CARE  PHYSICIAN.  The  Billings  Clinic  has  an  open- 
ing for  a physician  with  general  practice  training  to  care  for  am- 
bulatory patients  with  acute  problems.  No  night  call  or  weekends.  Ex 
cellent  location.  Contact:  Paul  V.  Hoyer,  MD,  Medical  Director,  The 
Billings  Clinic,  P.O.  Box  2555,  Billings,  Montana  59103  or  call:  (406) 
252-414).  976-10-2 


GP'S,  FP’S,  AND  MOST  SPECIALTIES  NEEDED  IN  McCOOK, 
NEBRASKA.  4 hours  drive  from  Rockies.  One  hour  by  Frontier 
Airlines,  Also  daily  roundtrip  to  Denver  by  Amtrak.  Recreation 
areas  include  3 lakes  within  30  minutes  drive.  Trade  area  of  45,000 
with  10  MD’s,  including  8 GP’s.  New  office  building  under  construc- 
tion adjacent  to  ultramodern  hospital.  Two  of  us  grossed  $19,000  in 
June.  Salary  percentage  or  partnership  available.  Contact:  Robert 
K.  Phillips,  MD,  Box  491,  McCook,  Nebraska  69001  or  call  collect: 
(308)  345-1480.  976-6-lB 


EMERGENCY  PHYSICIAN  NEEDED  IN  ALBUQUERQUE, 
NEW  MEXICO.  Full  time  position  in  fee-for-service  corporation. 
Salary  negotiable.  Liberal  fringe  benefits.  Equal  shareholder  status 
likely  after  one  year.  Contact:  EPI,  4204  Lead  SE,  Albuquerque, 
New  Mexico  87108,  or  Call:  (505)  268-2858.  976-7-lB 


ENT  PRACTICE,  Wilshire  District,  Los  Angeles,  California. 

Available  now.  Will  accommodate  one  or  two  doctors.  Will  sell  all 
equipment  and  case  histories.  Very  reasonable.  Terms  may  be 
arranged.  Write:  Norman  Louis,  336  N.  McCadden  Place,  Los 
Angeles,  California  90004  or  Call:  (213)  938-7191.  976-8-lB 


DERMATOLOGIST.  OPHTHALMOLOGIST  wanted  one  day  a 
week  in  an  elegant  medical  office  in  Aspen,  Colorado.  Reply  to: 
Box  976-9-1,  c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado  80218.  976-9-lB 


FULLY  FURNISHED  HOME  FOR  RENT  from  October  1 to 
January  1.  1977.  2-story,  2-car  closed  port,  fenced  yard,  excellent 
neighborhood.  Near  schools,  hospitals,  stores,  and  public  trans- 
portation. 10  minutes  from  downtown  Denver.  2 bedrooms,  nursery, 
2 baths,  living  and  dining  rooms,  game  room.  Only  $300  a month 
plus  utilities,  plus  security  deposit.  Call:  (303)  377-3807. 

976-11-lb 


SKIING  DOCTOR — Opening  in  Vail,  Colorado  for  GP  or  FP  at 
private  clinic.  No  investment.  All  winter  and  summer  sports 
available  in  area.  Active  practice  with  emphasis  on  acute  illness  and 
trauma.  Contact:  T.  Steinberg,  MD,  Box  1328,  Vail,  Colorado 
81657.  976-12-2 


MEDICAL  SPACE  in  Colorado  Springs  Medical  Building.  800  sq.  ft. 

in  corner  suite  at  $300.00  per  month.  Ground  floor  reception  area, 
lab,  4 treatment  rooms,  private  office.  Rent  includes  utilities, 
janitorial  services,  air  conditioning,  off-street  parking,  pharmacy  in 
building.  Close  to  all  hospitals.  WTite:  Sun  Realty  Co.,  P.O.  Box  190, 
Colorado  Springs  80901  or  Call:  (303)  636-1320.  976-13-lB 


PHYSICIAN'S  OFFICE  SPACE  AVAILABLE.  1808  High  Street, 
Denver.  L)64  square  feet,  including  two  consultation  rooms,  five 
examining  rooms,  receptionist  area,  and  waiting  room.  Unlimited 
free  off  street  parking.  Call  Brenda:  (303)  321-1805.  976-14-2B 


CUSTOM-DESIGNED  OFFICE  SPACE  in  2600  square  foot 
building  with  completion  planned  for  January  1977,  Private 
entrances,  individual  area  heating  and  air  conditioning  controls. 
Located  adjacent  to  Left  Bank  Professional  Building,  Call:  (303) 
758-4367.  976-15-lB 


PERFECT  FOR  DOCTORS.  Beautiful  inexpensive  office  space  in  a 
newer  building.  16.50  Franklin  Street  in  Denver.  One  step  from 
several  city  hospitals.  Several  large  suites  available  immediately. 
Wall-to-wall  carpeting,  off-street  parking.  Will  change  layout  it 
necessary.  Call:  (303)  321-4597  or  333-7615.  976-18-lB 
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GENERAL  INTERNIST  position  available  immediately  in  this 
modern  157  bed  hospital  located  in  beautiful  Colorado  West. 
Grand  Junction  is  a small  modern  city  with  moderate  climate,  and 
ready  access  to  unlimited  outdoor  recreation.  Medical,  economic, 
and  cultural  center  of  the  area.  Board  certification  desirable  but  not 
required;  salary  dependent  upon  qualifications.  Nondiscrimination 
in  employment;  malpractice  coverage.  Contact;  Chief,  Medical 
Service,  Veterans  Administration  Hospital,  Grand  Junction,  Colo- 
rado 81501.  976-17-3B 


EXCITEMENT  LINLIMITED.  Do  you  want  to  do  something  that  is 
more  than  just  exciting,  but  a challenge?  You’ll  find  this  every 
time  you  go  Scuba  Diving.  MIDWEST  DIVING  SCHOOLS 
specializes  in  private  instruction  and  exotic  travels  to  the  Caribbean. 
Professionals  instructing  professionals  at  your  own  convenience.  1920 
Wadsworth  Boulevard,  Lakewood  80215.  Call;  (303)  232-2400. 

976-19-lB 

EMERGENCY  ROOM  POSITION  WANTED.  Medium  or  large 
hospital  in  Rocky  Mountain  States.  Middle-aged,  ambitious. 
Experienced  in  trauma,  orthopedics;  university  trained.  Diplomate 
national  board.  Write;  Box  976-20-lB,  c/o  Rocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado  80218.  976-20-lB 

GROUP  PRACTICE  POSITION  AVAILABLE  FOR  GENERAL 
PRACTITIONER.  Immediate  opening  in  amicable  four-man  group 
of  GPs,  rotating  nights  and  weekends  in  Red  Bluff,  California.  Well 
established  practice.  Excellent  hospital  facilities,  immediate  Staff 
privileges  available.  Salary  negotiable,  depending  on  experience.  Mal- 
practice paid;  retirement  program.  Ideal  recreation  area  on  Sacra- 
mento River.  Write;  S.  Wise.  Business  Manager,  Lassen  Medical 
Group,  Inc.,  343  Oak  Street,  Red  Bluff,  California  96080  or  Call; 
(916)  ,527-0414.  976-22-lB 

FOR  SALE;  Burdick  EK4  EKG,  $6.50;  Burdick  EK3  EKG,  $.500; 

Birtcher  EKG,  $.500;  Cambridge  VS2  EKG,  $250;  BeckLee  EKG, 
$200;  Sanborn  51  EKG,  $175.  All  EKG’s  come  complete  with  acces- 
sories and  guarantee.  We  also  service  and  buy  any  make  of  EKG 
equipment,  and  carry  a complete  line  of  related  supplies,  Aquarian 
Medical  Repair  and  Supplv,  8711  Norwich  Street,  Westminster, 
Colorado  800.30.  Call;  (303)  427-2867.  976-21-lB 


opportunities  in  their  growing  Salt  Lake  City  health 
maintenance  organization.  As  an  FHP  physician,  all 
business  and  financial  matters  are  taken  care  of . . . 
and  this  includes  MALPRACTICE  COVERAGE! 

Salt  Lake  City  is  a progressive  and  growing  city  in  a 
stimulating  climate  and  a growing  environment. 
Utah  offers  some  of  the  finest  skiing,  fishing  and 
recreational  areas  in  the  country. 

Your  future  with  FHP  ...  in  Utah  ...  a healthy 
choice. 


WE  ALSO  HAVE  OPENINGS  IN 
SO.  CALIFORNIA  & GUAM 
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10111  Seasoqs 

Qr^nhouses 

Free  energy 


from  the  sun! 


Let  the  energy  from  the  sun  help  heat  your 
greenhouse!  Sunshine  is  free  and  non-rationed! 

Everlite  owners  have  benefited  from 
this  heat  source  for  over  20  years. 
Quality  construction,  low  shadow 
members,  assure  successful  results. 
Our  free  color  booklet  provides  full 
information,  including  prices. 


“YOUR  GARDEN 
UNDER  GLASS ’’ 


'Since  1952" 


All  Seasons  Greenhouses 

INCORPORATED 

1136  SOUTH  TAOS  WAY  DENVER,  COLORADO  80223 

(303)  936-6552 
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The  ultimate  objective  test: 
sleep  laboratory  proof 
of  effectiveness . . . now  in 
geriatric  insomnia  patients 


Six  female  insomniacs,  ranging  in  age  from  67  to  82  years, 
received  Dalmane  (flurazepam  HCl)  for  seven  consecutive 
nights  in  the  sleep  research  laboratory.'  Improvement  over  pre- 
treatment baseline  levels  was  signihcant  for  sleep  induction  and 
sleep  maintenance  (p<.05).  And  the  greater  the  sleep  problem 
in  these  patients,  the  better  the  effect  with  Dalmane 
(signihcant  correlation  at  p<.01  level). 


Elderly  insomniacs 
fell  asleep  faster, 
slept  longer  ’ 


SLEEP  TOTAL  SLEEP 

INDUCTION  TIME 


Results  expand  and 
confimi  objective 
proof  of  efficacy 
in  younger  adults 
widi  insomnia 

The  effectiveness  of  Dalmane 
(flurazepam  HCl)  was 
demonstrated  in  earlier  studies  of 
32  younger  adults  with  trouble 
falling  asleep,  staying  asleep  or 
sleeping  long  enoughs  On  average, 
in  these  studies,  Dalmane  induced 
sleep  within  17  minutes  and 
provided  7 to  8 hours  of  sleep,  at 
the  same  time  reducing  number 
of  nighttime  awakenings. 

Relative  safety,  even 

in  patients  on  warfarin 

Morning  "hang-over”  has  been 
relatively  infrequent  with 
Dalmane.  And  no  unacceptable 
fluctuation  in  prothrombin  time 
has  been  reported  in  warfarin 
patients  on  Dalmane.^^The  usual 
adult  dosage  is  30  mg  h.s. ; in 
elderly  and  debilitated  patients, 
limit  initial  dosage  to  15  mg  to 
help  preclude  oversedation, 
dizziness  or  ataxia. 


Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morningawakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCl. 

Armings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 


falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 
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BREATHWARMER 

Protection  Against  Cold  Air 

BREATHWARMER  is  for  people  who  have  diffi- 
culty participating  in  outdoor  winter  activities  be- 
cause of  coronary  and/or  lung  sensitivity  to  cold 
ir. 

This  electronically  heated  respirator  allows 
cardio-vascular  patients  and  those  with 
sensitive  respiratory  systems  to  breathe  a 
safer  level  of  warm  air. 

The  BREATHWARMER  is  totally  re- 
chargeable, has  a built-in  heating 
element  which  heats  the  air  as  it 
passes  through  the  filter  mask,  and 
is  connected  to  a lightweight 
battery  pack  which  clips  on  to  a 
belt. 

This  new  system  provides  five 
hours  of  heat  (warm  air)  be- 
tween overnight  recharges  and 
is  warranted  for  at  least  250 
cycles. 


Our  other  products  for  people  with  circulatory  and/or  cold  sensitivity  problems  are: 
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sold  in  leading  ski  shops;  3)  Electronically  heated  LUNAR  GLOVE  with  integral  power 
pack  available  from  Comfort  Products;  and,  4)  BELT  PACK  FOOTWARMER  for  use  by 
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Narrowing  down  pneumonias 


Uplohn 


Bacterial  or  nonbacterial? 


In  the  early  stages  of  mild  to  moderate  pneumonia,  it 
is  often  difficult  to  reach  an  accurate  bacteriologic 
diagnosis.  A tentative  differentiation  may  be  made  on 
history-taking,  physical 
examination,  CBC  with 
differential  analysis,  and 
microscopic  study  of 
the  sputum  smear. 

Specimens  should  be 
obtained  for  culture 
and  sensitivity  testing, 
but  when  a bacterial 
pneumonia  is  diagnosed, 
therapy  is  often  instituted 
before  the  etiological 
agent  is  positively 
identified. 

Bacterial  pneumonias 
may  have  a sudden  onset 
with  a shaking  chill,  rapid 
development  of  fever,  pleuritic  pain,  and  cough 
productive  of  rust-colored  sputum.  The  Gram-stained 
sputum  smear  generally  shows  polymorphonuclear 
neutrophils  as  well  as  a predominance  of  the  causative 
organisms.  These  are  likely  to  be  Streptococcus 
pneumoniae,  still  by  farthe  most  freguently 
encountered  agent  in  bacterial  pneumonia.’  The  CBC 
reveals  marked  leukocytosis  with  a shift  to  the  left. 

In  nonbacter/a/pneumon/as— mycoplasmal  or 
viral— classical  symptoms  tend  to  develop  more 
slowly,  with  myalgia,  lassitude,  and  headache 
predominating.  Sputum  production  is  usually  scanty, 
and  the  sputum  smear  is  relatively  uninformative, 
showing  gram-positive  cocci  and  other  organisms 
which  are  part  of  the  normal  pharyngeal  flora.  The 
leukocyte  count  is  normal  or  slightly  elevated. 


Direct  Gram-stained  sputum  smears,  (a)  Pneumococcal  pneumonia- 
note  abundant  polymorphonuclear  leukocytes,  as  well  as  gram- 
positive diplococci.  (b)  Nonspecific— consistent  with  viral  or 
mycoplasmal  pneumonia.  Note  large  mononuclear  cell,  as  well  as  a 
few  polymorphs  and  mixed  bacterial  flora  (pharyngeal  contaminants). 


Mycoplasmal  or  viral? 


Differentiation  between  mycoplasmal  and  viral 
pneumonias  may  be  impossible  in  the  acute  stage 
Serologic  testing  and  culture  methods  for 
Mycoplasma  pneumoniae  are  complex  and  time- 
consuming,  taking  as  long  as  two  weeks  after 
obtaining  samples.  The  sensitivity  and  specificity  c 
the  test  for  cold  agglutinins  have  been  guestioned 
The  complement-fixing  antibody  test  may  reflect 
previous  infection.  Furthermore,  facilities  forculturi 
M.  pneumoniae  are  not  widely  available.^ 

If  treatment  is  to  be  initiated,  therefore,  it  may  b 
necessary  to  start  on  the  basis  of  a presumptive 
diagnosis  of  mycoplasmal  pneumonia.’-^  In  reachii 
such  a diagnosis,  the  physician  relies  on  clinical 
judgment,  considering  such  factors  as  the  age  of  th 
patient  and  the  h istory  of  exposure.  For  example. 
Mycoplasma  pneumoniae  is  considered  the  most 
common  cause  of  pneumonia  among  ambulatory 
patients  aged  20  to  35.’ 
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Chest  x-rays  of  patients  with  (a)  pneumococcal  pneumonia— 
classically  heavy,  extensive  infiltratipn  of  left  lung; 


(b)  mycoplasmal  pneumonia— mild  infiltrate  confined  to  left 
lower  lobe.  Roentgenography  usually'does  not  help  in 
differential  diagnosis,  since  both  types  of  pneumonias  may 
present  with  a wide  spectrum  of  x-ray  as  well  as  clinical  findings.  3 


Summary 


a (a)  Distinct  mucoid  colonies  of  type  3 pneumococci  (Streptococcus 
pneumoniae)  on  sheep  blood  agar  showing  greenish  discoloration 
(alpha-hemolysis)  of  medium,  (b)  Typical  "tried-egg”  colonies  of 
: Mycoplasma  pneumoniae  consisting  of  dense  central  core  with 
I lighter  periphery.  Cultural  and  serologic  methods  for  detecting 
.«  /wipneumon/ae  are  complex,  time-consuming,  and  not  widely 
!"  available. 


Expectant  therapy 

ithe  patient  with  a presumptive  diagnosis  of 
/coplasmal  pneumonia  or  bacterial  pneumonia,  it 
be  desirable  to  initiate  antibiotic  therapy  before 
K Iture  and  sensitivity  results  are  available, 
t A course  of  erythromycin  or  tetracycline  is 
; nsidered  effective  in  the  treatment  of  mycoplasmal 
^leumonia  to  help  speed  the  clearing  of  infiltrate  and 
orten  the  duration  of  symptoms.’ In  pneumococcal 
jieumonia,  erythromycin  is  an  effective  alternative  to 
inicillin,  the  drug  of  choice.  A recent  report,  based 
data  from  200  hospitals  of  100  beds  or  more,  found 
% of  S.  pneumoniae  sensitive  in  vitro  to 
^hromycin.'* 

Among  these  therapeutic  agents,  only 
/thromycin  provides  effective  coverage  of  both 
fcopiasma  pneumoniae  and  S.  pneumoniae.  The 
micillins  are  not  effective  against  Mycoplasma,  and 
pneumoniae  has  shown  a relatively  high  incidence 
resistance  to  tetracycline. 

When  erythromycin  is  selected  for  therapy, 

Vlycin  (erythromycin  enteric-coated  tablets,  Upjohn) 
a good  choice.  E-Mycin  is  administered  and 
sorbed  as  active  er^hromycin  base,  and  may  be 
cen  q.i.d.,  q 6h,  or  b.i.d.,  immediately  after  meals  or 
itween  meals.  Thus,  patients  can  use  mealtimes  to 
Ip  them  remember  their  medication.  The  enteric 
ating  on  E-Mycin  tablets  helps  ensure  efficient 
'Sorption  in  the  intestinal  tract,  and  bioavailability 
jdies  show  that  E-Mycin  can  be  expected  to 
"aduce  predictable,  acceptable  blood  levels.  The 
il  V cost  of  E-Mycin  helps  assure  economical  therapy. 

E-Mycin  rarely  causes  serious  side  effects  and  is 
;t  associated  with  liver  toxicity.*  The  most  frequent 
i'Je  effects  are  upper  gastrointestinal,  such  as 
'idominal  cramping  and  discomfort,  and  are  dose- 
r ated.  Nausea,  vomiting,  and  diarrhea  occur 
i requently  with  usual  oral  doses.  Serious  allergic 
ractions,  including  anaphylaxis,  have  rarely  been 
roorted. 

e cautiously  in  patients  with  severe  liver  impairment. 

I -ERENCES:1.  Chusid  EL,  Dalrymple  W,  Holloway  WJ,  etal:  Managing  the  infectious 
:|  iumonias.  Paf/ent  Care  9:122-167, 1975. 2.  The  occasional  might  of  mycoplasma. 

’I  urgency  Med  7:82, 85, 1975. 3.  Stevens  DA:  Viral  and  Mycoplasma  pneumonias. 

M tgradMed  55:81-^,  1974. 4.  Data  source:  PMR  Bacteriologic  Report,  Winter  Series 


Because  pneumonias  may  be  difficult  to 
differentiate  at  the  outset,  treatment  is  often 
initiated  before  a causal  diagnosis  is  made. 
However,  readily  available  diagnostic  criteria 
occasionally  allow  early  differentiation  between 
bacterial  and  nonbacterial  pneumonias.  When 
the  diagnosis  appears  to  be  nonbacterial 
pneumonia,  further  differentiation  between 
mycoplasmal  pneumonia  and  viral  pneumonia 
is  more  complex  and  time-consuming.  Therefore, 
therapy  is  often  initiated  on  the  basis  of  a 
presumpt/Ve  diagnosis  of  mycoplasmal 
pneumonia. 

Erythromycin  is  an  effective  antibiotic  against 
Mycoplasma  pneumoniae,  Streptococcus 
pneumoniae,}  and  Streptococcus  pyogenes.} 
E-Mycin  (erythromycin  enteric-coated  tablets, 
Upjohn)  is  administered  and  well  absorbed  as 
the  active  base,  may  be  taken  immediately  after 
meals  or  between  meals,  and  is  essentially 
nontoxic. 

{Although  penicillin  remains  the  drug  of  choice  against  these  organisms, 
erythromycin  is  an  effective  alternatrve. 


E-Mycin"».. 

erythromycin  enteric-coated 
tablets,  Upjohn 

wide-ranging  usefulness 

in  pneumonia"^ 

'Mild  to  moderately  severe,  due  to  susceptible  organisms. 


Upjohn 
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1975-1976.  Data  are  a compilation  of  laboratory  reports  submitted  during  December  1975 
and  January  and  February  1976  by  200  acute  care  hospitals  of  100  beds  or  more. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Wide-ranging  usefulness 
in  pneumonia' 

E-Mycin’~. 

erythromycin  enteric-coated 
tablets,  Upjohn 
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• For  mild  to  moderately  severe  infections  due  to  susceptible  organisms  that  commonly 

invade  the  respiratory  tract 

• Essentially  nontoxic  (see  Precautions  and  Adverse  Reactions  below) 

• Documented  bioavailability 

• May  be  taken  immediately  after  meals  or  between  meals 

• Active  base  formula  produces  predictable  blood  levels 

• Formulated  for  quality...  priced  for  economy 


E-MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
thromycin enteric-coated  tablets,  Upjohn) 

E-MycinTabletsarespecially  coated  to  protect  the  contents  from  the 
inactivating  effects  of  gastric  acidity  and  to  permit  efficient  ab- 
sorption when  administered  either  immediately  after  meals  or  when 
given  between  meals  on  an  empty  stomach. 

Indications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
streptococci):  Upper  and  lower  respiratory  tract,  skin,  and  soft- 
tissue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
thine penicillin  G is  considered  by  the  American  Heart  Associa- 
tion to  be  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
rheumatic  fever.  When  oral  medication  is  necessary  (betause 
the  parenteral  route  is  contraindicated)  or  if  there  is  known 
allergy  to  penicillin,  the  following  recommendations  made  by 
the  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
(where  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
a minimum  of  10  days;  2)  Erythromycin  — Give  for  a minimum 
of  10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
mycin have  been  reported. 

Alpha-hemolytic  streptococci  (viridans  group):  Short-term  pro- 
phylaxis against  bacterial  endocarditis  prior  to  dental  or  other 
operative  procedures  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease  who  are  hypersensitive  to 
penicillin.  (Er^hromycin  is  not  suitable  prior  to  genitourinary 
surgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
gram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
Staphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
of  mild  to  moderate  severity.  Resistance  may  develop  during 
treatment. 

Diplococcus  pneumoniae:  Upper  respiratory  tract  infections  (eg, 
otitis  media,  pharyngitis)  and  lower  respiratory  tract  infections 
(eg,  pneumonia)  of  mild  to  moderate  degree. 

Mycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
of  primary  atypical  pneumonia,  when  due  to  this  organism. 
Treponema  pallidum:  Infections  due  to  this  organism. 
Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 

•Mild  to  moderately  severe,  due  to  susceptible  organisms. 


carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only. Extraenteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication;  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  nonsusceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg  enteric-coated  tablets— in  bottles  of  100  and 
500  tablets,  and  in  unit-dose  packages  of  100  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 

NAS-4 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001,  U.S.A. 
©1976  The  Upjohn  Company  j-sizs-* 
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I Cannot  Tell  A Lie  "It  Does  Taste  Like 


BANANAS!” 

' , When  acute,  non-specific  diarrhea  causes 
S the  stomach  to  revolt, the  tasteful  counterattack 
[ is  Donnagel®-PG.  Donnagel-PG  provides  all 
; the  benefits  of  paregoric  and — instead  of  that 
unpleasant  paregoric  taste— -a  delicious  banana 
flavor  good  enough  to  make  even  an  expert  flip 
his  wig. 


Nowwith  chiid-proof  closure 

DonnagelPG^ 

Donnagel  with  paregoric  equivalent 

For  diarrhea 

Each 30  ml.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate  60.0  mg. 

(preservative) 

Alcohol,  5% 


k Twt  BXltJOj^  J 


coughs  of  colds, 
u”and  u.ri.- 
ear  the  tract 
ith  the  famous 
Dbitussin®Line! 

3 5 members  of  the 
bitussin®  family  all  contain 
expectorant,  guaifenesin, 
lelp  clear  the  lower 
pi ratory  tract.  Guaifenesin 
rks  systemically  to  help 
nulate  the  output  of  lower 
piratory  tract  fluid.  This 
lanced  flow  of  less  viscid 
;retions  promotes  ciliary 
don  and  makes  thick, 
Ijoissated  mucus  less  viscid 
|j  easier  to  raise.  As  a 
suit,  dry,  unproductive 
Highs  become  more 
■ductive  and  less  frequent. 


HOTO:  Norfolk  & Western  Branch  Train 
2 west  bound  near  Alvarado.  Va.  (Oct.,  1956). 
ie  reaches  the  highest  point  of  any  railroad 
’ the  Rockies  (elevation  3,577  ft.)  with  a 
im  grade  of  3%.  It  crosses  108  bridges, 

'00  ft.  long!  Photo  by  0.  Winston  Link. 


For  productive  and  unproductive  coughs 

Robitussin*^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF  100  mg 

Alcohol,  3.5% 

For  severe  coughs 

Robitussin  A-Cs 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 100  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM* 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Dextromethorphan 

Hydrobromide,  NF  15  mg 

Alcohol,  1.4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin>PE* 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin>CF* 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 

Hydrochloride,  NF 12.5  mg 

Dextromethorphan 

Hydrobromide,  NF 10  mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyearthe  company 
commissioned  a well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  . . . accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series.  The 
William  Mason,  last  winter.  Now, 
the  second  one  is  available.  (See 
below).  To  orderyour  print  suitable 
for  framing,  write  "Robitussin 
Clear-Tract  Engine  #2”  on  your 
Rx  pad  and  mail  to  "Vintage 
Locomotives,"  Dept.  T4, 

A.  H.  Robins  Company, 

1407  Cummings  Drive, 

Richmond,  Va.  23220. 


A.  H.' Robins  Company,  Richmond,  Va.  23220 


The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  but  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  be  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
drugs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS,  INDIANA  46206 
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EDITORIALS 


^‘Bullish  on 
America’^ 


mericans  represent  seven  per  cent  of  the 
population  of  the  world,  hut  they  have  fifty 
per  cent  of  all  the  good  things.  Our  defined 
poverty  level  is  an  amount  eight  hundred  per 
cent  higher  than  the  average  income  of  the 

other  peoples  of  the 
world.  We  have  the 
best  medical  care  in 
the  world.  The  health 
industry  is  our  second 
largest  business,  and  represents  over  eight  per 
cent  of  the  gross  national  product.  We  have  all 
of  this,  and  much  more,  because  of  our  free 
enterprise  system. 

But  something  very  peculiar  is  happening. 
Over  the  past  year  or  so  everyone  seems  to 
have  agreed  that  the  cost  of  health  care  is  too 
high.  Actually,  over  the  past  decade  the  cost 
has  not  increased  appreciably  more  than  costs 
of  everything  else.  The  rise  in  medical  cost 
stands  out  because  a big  part  of  the  increase 
has  occurred  over  the  last  two  or  three  years 
to  catch  up  with  the  rest  of  the  economy.  In 
the  last  five  years  the  increased  cost  of  medi- 
cal care  is  45.7  per  cent  as  compared  to  an 
increase  in  the  average  family  income  of  43.6 
per  cent.  But,  the  rise  in  the  cost  of  medical 
care  seems  to  be  unanimously  accepted  as  a 
national  calamity!  There  seems  to  be  general 
agreement  that  something  must  be  done.  The 
cost  of  medical  care  has  become  an  obsession 
of  the  politician  and  the  public.  Cost  contain- 
ment is  the  rally  point  of  the  hour. 

You  and  I have  been  so  busy  being  con- 
cerned about  what  to  do  about  rising  cost  of 
medical  care  that  we  have  not  taken  time  to 
objectively  assess  the  problem.  First,  there  is  a 
basic  question  which  has  not  been  addressed. 
In  our  society  and  economy  how  much  is 
health  care  worth'?  What  should  be  the  cost  of 
health?  How  important  is  it  to  have  the  best 


medicine  in  the  world?  If  you  are  the  one  who 
needs  it,  what  is  the  value  of  the  artificial 
kidney,  the  coronary  by-pass,  the  cancer  resec- 
tion, or  the  operation  on  your  eight-year-old 
daughter  for  appendicitis?  What  should  be  the 
cost  of  medical  care  as  compared  to  cosmetics, 
entertainment,  liquor,  automobiles? 

Second,  there  is  another  consideration 
which  is  essential  to  the  solution  of  the  prob- 
lem. Health  care  is  an  important  American 
industry.  Sixty-six  per  cent  of  hospital  cost  is 
labor  - good  jobs.  The  industrial  input  into  the 
American  health  system  is  too  complex  to  be 
measured  - electronics,  x-rays,  synthetic 
materials,  transportation,  construction,  insur- 
ance, to  name  a related  few.  The  health  indus- 
try is  vital  to  the  economy  of  the  nation. 

Cost  containment  is  necessary.  It  is  a laud- 
able effort  to  vigorously  pursue.  But  it  is  not 
the  solution  to  the  problem.  Physicians  have 
always  opposed  inefficient  and  excessive  use  of 
the  system.  We  abhor  waste,  duplication,  ir- 
responsible use  of  facilities,  and  exploitation 
of  any  aspect  of  medicine.  Control  of  all  of 
these  will  impact  on  current  climbing  costs, 
but  should  not  be  expected  to  reduce  escala- 
tion below  the  rising  cost  of  living  index.  More 
importantly,  there  is  a danger  from  the  cost 
containment  effort  because  under  that  guise 
the  medical  care  system  and  the  health  indus- 
try could  be  ruined.  There  will  be  effort  to 
undermine  the  great  medical  care  of  which  we 
are  capable  and  to  which  we  are  entitled  as 
Americans.  Plus  we  will  lose  the  input  into 
our  national  economy  of  one  of  our  biggest 
industries.  Cost  containment  carried  on  to 
subsidization,  or  further  to  socialization,  will 
change  merely  the  way  to  pay  the  cost. 
Socialized  medicine  will  not  decrease  the  cost, 
but  in  fact  it  will  increase  it.  Moreover,  sub- 
sidization for  sure  will  take  an  industrial 
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asset  out  of  the  economy  to  be  supported  by 
the  remainder  of  the  economy,  so  the  loss  is 
doubled. 

The  answer  to  what  we  do  about  the  high 
cost  of  medical  care  is  the  tried  and  true 
formula  which  has  made  us  the  most  success- 
ful nation  in  the  world  - free  enterprise.  The 
health  care  industry  should  be  promoted. 
Health  care  should  be  sold  as  we  sell  other 
American  products.  Development  of  new 
technics,  materials,  and  equipment  should  be 
encouraged.  Electronic  and  nuclear  advances 
should  be  fostered.  Sure,  we  shall  have  to 
dispel  the  idea  that  health  care  is  a right,  part 
of  the  growing  philosophy  of  demanding  more 
for  doing  less  - a concept  of  politicians  to 
solicit  votes.  This  sales  job  will  not  be  easy, 
but  it  will  be  vastly  more  simple  than  the 
alternative  of  rationing  health  care  - and  this 
should  be  apparent  even  to  politicians. 

Think  about  it.  Effort  in  cost  containment 
does  not  commit  us  to  a defense  posture. 
American  medical  care  is  one  of  our  greatest 
products.  The  health  system  is  one  of  our 
largest  industries.  The  solution  to  the  problem 
of  the  increasing  cost  of  health  care  is  the 
same  as  the  solution  to  the  increasing  cost  of 
everything  else.  The  answer  is  that  philosophy 
and  spirit  which  has  made  our  country  great. 
The  well  known  investment  company  says  "we 
are  bullish  on  America.”  More  specifically,  we 
are  bullish  on  American  medicine. 


T'  he  following  preoperative  history  and 
physical  examination  was  produced 
under  duress. 


Crocodile  Tears 


Complaint:  Cataracts 
Present  Illness;  This  87- 
year-old  white  female  was 
swimming  across  the  Congo 
River  and  was  pursued  hy 
crocodiles  who  caught  up 
with  her  and  chewed  off  her  right  foot.  She  was  brought 
into  the  nearest  village  where  a witch  doctor  shook  some 
bones  over  her  and  burned  some  incense  and  then  re- 
turned her  by  rapid  airplane  to  the  United  States.  In  the 
process  of  being  chewed  up  by  the  crocodile  she  had 
developed  hardening  of  the  eyeballs,  necessitating 
cataract  operation.  For  this  reason  she  is  admitted  to  the 
hospital. 

Physical  examination:  Patient  is  an  elderly  white 
female  with  a staring  gaze  and  opaque  lenses. 

Heart  and  respirations  are  okay. 

She  has  a mangled  foot  and  teeth  marks  up  and  down 
her  leg.  Otherwise  everything  is  fine. 


Impression:  Should  tolerate  eye  surgery  under  local 
anesthesia, 
diet,  x-x-73 
trans.  x-x-73 
cc:  Dr  Mengis 

This  patient  had  a thorough  work-up  with 
indicated  x-rays  and  other  studies,  all  care- 
fully recorded,  when  I had  cleared  her  for 
cataract  surgery  on  the  right  eye  a few  weeks 
earlier.  I was  notified  by  the  head  floor  nurse 
on  the  morning  of  the  second  surgery  that  she 
could  not  have  an  operation  on  the  other  eye 
without  a current  history  and  physical  exami- 
nation, which  the  ophthalmologist  did  not  feel 
qualified  (or  would  not  deign)  to  do.  I had  been 
summoned  because  I had  cared  for  her  before, 
and  as  an  internist  made  my  workup  accept- 
able. 

After  the  above  required  amount  of  written 
material  appeared  on  the  chart  the  action  be- 
gan. The  charge  nurse  gave  the  patient  her 
preoperative  medication,  the  supervisor  ap- 
proved her  transfer  to  the  surgical  pavilion, 
the  anesthesiologist  accepted  her  for  anes- 
thesia, the  ophthalmologist  administered  local 
anesthesia,  removing  the  second  cataract 
without  incident.  The  charge  nurse  received 
her  back  on  the  floor,  and  she  remained  the 
requisite  number  of  days  until  her  discharge. 
The  ophthalmologist  and  I duly  signed  the 
chart,  returned  it  to  the  appropriate  file, 
where  it  was  reviewed  by  record  room  clerks, 
the  Medicare  Utilization  Supervisor,  and 
perhaps  by  members  of  the  audit  and  tissue 
committees,  and  to  this  day  reposes  in  the 
files. 

To  date,  no  one  has  commented  on  the 
bizarre  adventures  of  Mrs.  X.  But,  after  all, 
what  is  a little  joke  if  no  one  shares  it? 

Chris  Mengis,  MD 
Santa  Fe,  New  Mexico 


OUR  COVER 

The  sliding  crunch  of  skis  on  new  snow,  the 
exhilaration  of  skiing  with  its  abandon  to  the 
elements,  and  the  intoxication  of  swift  action 
in  the  out-of-doors,  are  graphically  shown  in 
the  photo  from  Colorado  Ski  Country,  U.S.A. 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  SVi  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”:  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation, State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization-  announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  8V2  x 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because ’of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able, 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.;  Pyelonephritis  in  Infancy,  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it--in  the  Journal,  that  is! 
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typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
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an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors, 

14.  Reprints.  Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 
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regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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EDITOR:  During  this  Bicentennial,  the  readers  of  the 
Journal  perhaps  are  interested  in  where  we  all  will  be  100 
years  from  now. 

I recently  came  across  an  old  crystal  ball  in  the 
local  pawn  shop.  I eagerly  purchased  it  for  its 
ridiculously  low  price  of  $19.95.  It  had  been  left 
there  by  an  itinerant  Gypsy  lady  who,  having  had 
financial  reverses  at  the  Ruidoso  racetrack,  needed 
money  for  bus  fare.  Assured  that  it  was  a genuine 
crystal  ball,  I hurried  home  with  it,  and,  to  the 
annoyance  of  my  wife,  I have  since  been  consulting 
it  diligently  on  matters  pertaining  to  the  stockmar- 
ket,  weather  predictions,  and  the  prognosis  of  my 
own  patients.  I haven’t  abandoned  consulting  with 
my  colleagues  yet,  but  that  old  ball  is  a lot  cheaper 
and  sometimes  as  accurate. 

Now  we  are  in  the  Bicentennial  Year.  Writers, 
entertainers,  famous  personalities,  and  amateur, 
seers  are  making  predictions  about  the  years  to 
come.  Since  I have  this  crystal  ball,  I think  I should 
contribute  some  of  my  own  prognostications.  What 
will  it  be  like  to  live  in  this  country  in  2076? 

Some  of  the  things  that  will  come  will  be  good. 
There  will  be  no  unemployment,  no  hunger,  and  no 
poverty.  Instead,  it  will  be  called  standardized  liv- 
ing. All  people  will  be  supported  by  the  govern- 
ment, there  will  be  chemical  substitutes  for  food, 
and  money  will  not  be  used  at  all.  Instead  of  money, 
we  will  receive  credits  depending  on  our  usefulness 
to  the  government,  or  our  docility,  and  these  will  be 
used  for  our  government-issued  clothes,  housing, 
and  nutriment. 

Of  course  Medicine  will  be  a privilege  (didn’t  it 
used  to  be  a "right”?)  dispensed  only  by  govern- 
ment. There  will  be  all  sorts  of  computerized  test- 
ing machines,  and  diagnostic  machines,  hooked  in 
by  telemetry  with  every  village  and  neighborhood 
dispensary.  No  scientific  approach  will  be  ne- 
glected, and  service  will  be  about  as  efficient  as  the 
Postal  Service  is  today.  My  crystal  ball  tells  me 
that  there  will  be  a few  die-hards,  odd  type 
medicine-men,  who  will  persist  in  the  old  ways  of 
examination  and  diagnosis  by  person-to-person  con- 
tact, but  this  will  be  considered  old-fashioned 
folk-medicine  and  won’t  be  paid  for  by  the  govern- 
ment. 

Another  good  thing  in  the  future  is  that  there 
will  be  no  malpractice  suits.  In  fact  there  won’t  be 
any  suits  at  all,  since  one  won’t  be  able  to  sue  the 
government  for  its  benevolent  actions,  and,  as  no 


one  will  possess  any  property  or  money,  there 
would  be  no  point  in  suing  any  individual.  So  we 
won’t  need  lawyers,  will  we?  We  won’t  really  need 
doctors  either,  as  technicians  can  hook  a patient  to 
the  monitoring  and  testing  equipment,  and  a com- 
puter hundreds  of  miles  away  will  diagnose  and 
prescribe.  Even  the  technicians  needn’t  be  too 
bright.  In  fact,  no  one  need  be  very  bright  in  the 
year  2076,  as  everything  will  already  have  been 
codified,  regulated,  and  regimented.  Having 
achieved  perfection  in  all  modes  of  life,  we  will 
have  no  need  for  science,  philosophy,  or  anything 
that  might  disturb  the  status  quo. 

Oh,  I almost  forgot  education.  In  the  year  2076 
everyone  will  be  educated.  Three  dimensional  tele- 
vision, transcribers  and  calculators  will  have  long 
since  made  reading,  writing  and  arithmetic  archaic 
disciplines.  Study  of  history  and  philosophy  will  be 
forbidden  because  they  would  disrupt  the  well  or- 
ganized and  rational  government  we  will  have  by 
then.  There  will  be  no  need  for  science,  since  every- 
thing worth  knowing  will  have  been  discovered  by 
that  time  and  already  tucked  away  in  the  computer 
banks.  Instead,  students  will  take  two  hours  a 
semester  of  practical  and  artistic  studies  such  as 
pottery-making,  basket-weaving,  finger-painting, 
ping-pong,  tennis,  and  golf  For  the  more  advanced 
students,  band  and  chorus  will  be  available.  They 
will  play  and  sing  simplified  versions  of  musical 
comedy  numbers  from  the  Twentieth  Century, 
when  music  was  considered  to  be  at  its  cultural 
zenith. 

No  one  will  have  to  suffer  the  physical  and  men- 
tal pangs  of  old-age.  Euthanasia  will  take  care  of 
that.  Crime  will  be  a thing  of  the  past,  too.  The 
benefits  of  abortion  (already  stabilizing  our  popula- 
tion so  well)  will  be  extended  logically  and  practi- 
cally to  the  post-natal  period.  Instead  of  aborting  so 
many  before  birth,  a wasteful  and  indiscriminant 
process  that  eliminates  the  good  along  with  the 
bad,  a dispassionate  decision  will  be  made  when 
society  and  family  can  truly  evaluate  which  child 
will  be  good  or  bad,  wanted  or  unwanted,  an  asset 
or  a liability.  Elimination  will  be  between  the  ages 
of  sixteen  and  eighteen,  since  criminal  or  anti- 
social proclivities  can  generally  be  discerned  by 
that  time.  This  concept  of  delayed  abortion  was 
advanced  as  early  as  1971  by  the  social  commen- 
tator, Jonathan  Quick.*  It  will  be  accepted  and 
implemented  within  the  next  hundred  years.  It  will 
not  only  eliminate  crime  but  it  should  have  a salut- 
ary effect  on  the  behavior  of  young  people  which 
will  be  very  much  appreciated  by  parents. 

These  and  many  other  wonderful  things  of  the 
future  century  are  what  I saw  in  my  second-hand 
crystal  ball.  Oh,  yes,  I saw  also  some  bad  things, 
but,  I can’t  remember  what  they  were  right  now. 


George  B.  Markle  IV,  MD 
Carlsbad,  New  Mexico 

*Quick,  Jonathan:  A Modest  Proposal.  The  Alternative  5:12,  1971. 
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Persistent  Left  Superior  Vena  Cava, 


Significance  in  Emergency  Cardiac  Pacing 


Carl  E.  Bartecchi,  MD 
Domingo  Baitlon,  MD  and 
John  Z.  McFarland,  MD,  Pueblo,  Colorado 


Pacemaker  catheters  are  used  with 
increasing  frequency  on  an  emergency 
basis.  About  one  per  cent  of  the  population 
have  the  described  anomaly.  The  ability  to 
recognize  this  anomaly  and  make 
appropriate  adjustments  could  be 
lifesaving. 

Pacemaker  catheter  electrodes  are  often  in- 
serted under  fluoroscopic  guidance  allowing 
continuous  monitoring  of  the  course  of  the 
catheter.  Such  catheters  can  also  be  passed 
without  the  use  of  fluoroscopy,  either  blindly 
or  more  preferably  by  EKG  monitoring.  Once 
the  catheter  electrode  is  inserted;  the  ade- 
quacy of  right  ventricular  placement  can  be 
determined  by  posteroanterior  and  lateral 
views  of  the  chest  showing  the  typical  coun- 
terclockwise sweep  of  the  catheter,  across  the 
tricuspid  valve,  with  adequate  placement  con- 
firmed by  its  proper  right  ventricular  capture. 
The  following  is  a description  of  a patient  in 
whom  the  catheter  electrode  followed  an  atyp- 
ical pathway  resulting  in  atrial  pacing. 

CASE  REPORT 

A 65-year-old  female  was  admitted  to  Parkview  Episcopal 
Hospital  with  a four  week  history  of  intermittent  chest 
pain  that  radiated  to  her  back  and  into  her  left  arm. 
About  one  hour  prior  to  admission  she  had  sudden  onset  of 
nausea  accompanied  by  abdominal  pain  and  followed  by 
loss  of  consciousness.  Upon  arrival  at  the  emergency  room 
she  was  cyanotic  and  had  no  detectable  blood  pressure. 
Adequate  ventilation  was  established  and  closed  chest 
cardiac  massage  was  instituted.  The  electrocardiogram 
monitor  lead  revealed  ventricular  tachycardia  for  which 
lidocaine  was  given  without  effect.  Electrical  cardiover- 


sion was  followed  by  atrial  fibrillation  with  a rapid  ven- 
tricular response.  The  EKG  showed  a pattern  consistent 
with  a right  bundle  branch  block  and  marked  left  axis 
deviation  in  conjunction  with  an  infero-lateral  myocardial 
infarction.  (Serum  enzyme  studies  subsequently  con- 
firmed the  presence  of  an  acute  myocardial  infarction). 

In  view  of  the  compromised  cardiac  conduction  system, 
with  the  potential  for  even  a higher  degree  of  block,  a 
temporary  transvenous  pacemaker  was  thought  to  be  ad- 
visable. A semi-floating  pacemaker  catheter  was  passed 
via  the  right  subclavian  route  in  the  usual  manner. The 
pacemaker  catheter  was  advanced  into  the  right  ventricle. 
Electrocardiographic  recordings  from  the  intracardiac 
electrode  showed  a marked  S-T  elevation  (Fig.  1)  indicat- 
ing that  the  pacemaker  catheter  had  advanced  into  the 
right  ventricle  and  was  in  contact  with  the  ventricular 
wall.®  The  electrode  catheter  however  could  not  be 
stabilized  in  that  position,  and  repeatedly  slipped  back 
into  the  right  atrium.  Atrial  pacing  was  then  attempted 
and  achieved  with  a surprising  degree  of  stability  (Fig.  2). 
A portable  chest  X-Ray  revealed  that  the  catheter  had 
taken  an  unusual  pathway  to  the  heart  resulting  in  a 
radiographic  picture  not  previously  seen  by  the  authors 
(Fig.  3).  In  spite  of  a satisfactory  cardiac  rhythm,  efforts  to 
counteract  the  cardiogenic  shock  were  of  no  avail.  The 
patient  expired  14  hours  after  admission. 

At  autopsy,  an  anomalous  venous  return  consisting  of  a 
persistent  left  superior  vena  cava  entering  a moderately 
enlarged  coronary  sinus  was  discovered.  (Fig.  4)  The 
pacemaker  catheter  had  entered  the  innominate  vein, 
coursed  through  the  persistent  left  superior  vena  cava  and 
coronary  sinus.  The  catheter  tip  lodged  against  the  lateral 
wall  of  the  right  atrium.  An  extensive  inferoseptal 
myocardial  infarction  was  confirmed. 

Discussion 

Placement  of  a semi-floater  electrode  cathe- 
ter in  the  right  ventricle  can  be  achieved  con- 
sistently without  the  aid  of  fluoroscopy.^'^  The 
adequacy  of  the  position  of  the  catheter  tip  can 


Address  reprints  to  Carl  E.  Bartecchi,  M.D,,  Dept,  of  Medicine, 
Southern  Colorado  Clinic,  2002  Lake  Ave.,  Pueblo,  Colorado 
81004.  Dr.  Baitlon  is  in  Dept,  of  Pathology  and  Dr.  McFarland  is 
in  Dept,  of  Pathology,  Parkview  Episcopal  Hospital,  Pueblo. 
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Fig.  1.  S-T  segment  elevation  of  EKG  at  time  of  contact  of 
pacing  catheter  tip  and  right  ventricular  wall. 


Fig.  3.  X-ray  outlining  path  of  pacing  catheter  through  the 
anomalous  venous  route. 


Fig.  2.  EKG  showing  atrial  pacing  achieved  by  catheter 
passing  through  the  anomalous  venous  route. 

be  determined  by  both  X-Ray  and  intracardiac 
electrocardiographic  recordings.  In  over 
ninety  catheter  placements  by  one  of  the  au- 
thors (CEB)  a constant  X-ray  pattern  was  seen 
following  the  placement  of  the  pacing  catheter 
in  the  right  ventricle.  In  the  patient  described 
in  this  report  however,  the  difficulty  of  main- 
taining the  right  ventricular  catheter  position 
was  partially  explained  by  the  portable  chest 
X-ray  slowing  an  unusual  course  for  the  pac- 
ing electrode,  with  the  catheter  tip  resting 
against  the  lateral  right  atrial  wall.  Fig.  4 is  a 
drawing  of  the  structures  as  they  were  seen  at 
autopsy,  with  the  pacing  catheter  course 
superimposed. 

The  anomalous  conduit,  the  persistent  left 
superior  vena  cava,  is  not  an  uncommon  find- 
ing and  as  an  isolated  malformation  ordinar- 
ily has  no  clinical  significance.'*  It  has  been 
considered  the  most  common  thoracic  venous 
anomaly,  and  also  the  most  frequent  cause  of 
enlargement  of  the  coronary  sinus.®  It  can  be 
missed  by  all  methods  of  examination,^  but 
characteristic  radiographic  findings  have  been 
described.  On  plain  chest  films,  it  may  present 
as  a widening  of  the  aortic  shadow,  a 
paramediastinal  bulge,  or  as  a paramediasti- 
nal strip  or  crescent  along  the  upper  left  car- 
diac border.®  Colman^  has  described  a physical 


sign  consisting  of  jugular  venous  pulsations 
more  marked  on  the  left  side  in  the  absence  of 
evidence  pointing  to  obstruction  of  the  right 
innominate  or  jugular  veins,  or  compression  of 
the  left  innominate  vein  by  an  enlarged  aortic 
arch.  Such  a sign  might  alert  to  its  possible 
existence. 

The  persistent  left  superior  vena  cava  be- 
comes a particularly  important  malformation 
in  the  patient  requiring  emergency  or  perma- 
nent pacing.  It  has  been  associated  with 
pacemaker  complications,  namely  loss  of  cap- 
ture due  to  pacemaker  tip  displacement,  and 
subsequent  sudden  death.®  In  a case  reported 
by  Garcia  et  al,®  the  correct  diagnosis  was 
made  during  life  and  pacing  was  successful  for 
23  months  before  pacemaker  tip  displacement 
occurred,  at  which  time  transthoracic  place- 
ment of  pacemaker  electrodes  was  instituted. 
A similar  problem  in  the  establishment  of 
stable  pacing  was  described  by  Rubenfire  et 
al.*®  These  authors  also  described  a second 
patient  with  a persistent  left  superior  vena 
cava  in  whom  cardiac  hemodynamic  monitor- 
ing was  easily  accomplished  by  a flow-directed 
balloon-tipped  catheter  (Swan-Ganz).  They 
suggest  possible  utilization  of  a pacemaker 
electrode  with  a balloon  tip  for  emergency 
pacemaker  therapy  in  patients  with  a persis- 
tent left  superior  vena  cava. 

Recognition  of  the  clinical  and/or  the 
radiographic  clues  of  this  anomaly  could  lead 
to  early  selection  of  a balloon-tipped  pacing 
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Fig.  4.  Drawing  of  structures  as  seen  at  autopsy,  with 
pacing  catheter  course  outlined. 

catheter  for  the  patient  requiring  emergency 
cardiac  pacing.  Should  these  clues  be  lacking, 
or  unrecognized,  the  sequence  of  difficulty  in 
maintaining  right  ventricular  pacing,  relative 
ease  of  achieving  right  atrial  pacing,  and  an 


X-ray  pattern  as  shown  in  Fig.  3 should 
suggest  the  passage  of  the  pacing  catheter 
through  a persistent  left  superior  vena  cava 
and  coronary  sinus  route.  The  repositioning  of 
the  electrode  catheter  should  be  attempted,  or 
an  epicardial  mode  of  pacing  instituted  when 
ventricular  electrical  stimulation  is  required. 

Summary 

A persistent  left  superior  vena  cava  can  be 
an  obstacle  to  the  emergency  bedside  passage 
of  a pacing  catheter  into  the  right  ventricle. 
The  abnormal  descent  along  the  left  mediasti- 
nal margin  of  the  electrode  wire  with  its  ini- 
tial clockwise  rotation  and  unusual  tortuosity 
observed  at  fluoroscopy  or  by  chest 
roentgenograms  coupled  with  the  difficulty  in 
maintaining  stable  right  ventricular  pacing 
should  alert  the  physician  to  the  presence  of 
this  anomaly.  Repositioning  of  the  pacemaker 
catheter  or  a change  to  an  epicardial  ventricu- 
lar mode  of  pacing  may  prove  life-saving  in 
the  presence  of  advanced  atrio-ventricular 
block. 
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Surgery  for  Ventricular  Aneurysm* 


Charles  O.  Brantigan,  MD  and  Alan  R.  Hopeman,  MD,  Denver 


Ventricular  aneurysm  is  a lethal  condition 
producing  death  from  congestive  failure, 
systemic  embolization,  arrhythmia,  or 
myocardial  infarction  in  up  to  eighty  per 
cent  of  patients  in  five  years.  Today,  with 
cardiopulmonary  by-pass  and  cardiac 
arterial  revascularization,  symptomatic 
ventricular  aneurysm  is  a surgical  disease. 

Ventricular  aneurysm  is  a common  com- 
plication of  myocardial  infarction  occurring  in 
approximately  fifteen  per  cent  of  patients  sus- 
taining myocardial  infarcts. Its  mortality  is 
extreme,  88  per  cent  at  five  years. The 
natural  history  of  these  aneurysms  was  first 
documented  by  Sternberg®  in  1914  and  Park- 
inson et  al®  in  1936,  long  before  effective 
therapy  was  available.  These  patients  died  of 
peripheral  embolism,  intractable  congestive 
failure  or  arrh5dhmia,  or  another  infarction. 
Attempts  at  surgical  therapy  of  cardiac 
aneurysms  predates  open-heart  surgery. 

Resection  of  a right  ventricular  aneurysm 
was  first  described  by  Sauerbruch’  in  1931.  In 
1953,  Glover  resected  a left  ventricular 
aneurysm^'  his  patient  dying  of  a bleeding 
ulcer  ten  days  later.  Liekoff  and  Bailey  per- 
formed a successful  left  ventricular  aneurys- 
mectomy in  1954®-  Since  the  late  1950’s 
aneurysmectomies  have  been  successfully  car- 
ried out  in  Denver,  and  there  is  at  least  one 
patient  with  a good  result  after  a 17-year 
followup. 

Early  surgical  attempts  were  risky.  How- 
ever, with  the  advent  of  coronary  bypass 


’^From  the  Division  of  Cardio-Thoracic  Surgery  Denver  General 
Hospital,  Denver. 


surgery  and  epicardial  mapping,  surgery  has 
become  increasingly  safe  and  effective. 
Nevertheless,  internists  and  surgeons  do  not 
always  agree  on  the  role  of  surgery  in  treat- 
ment of  ventricular  aneurysm.  The  cases  pre- 
sented and  the  discussion  that  follows  illus- 
trate the  controversy  and  define  the  role  of 
surgery  in  this  disease. 


CASE  REPORTS 

Case  1:  A 37-year-old  white  male  was  admitted  to  Denver 
General  Hospital  on  December  1,  1974,  in  cardiac  arrest. 
He  was  resuscitated  and  both  blood  pressure  and  rhythm 
remained  unstable  on  pressors  and  anti-arrhythmic  drugs. 
Intra-aortic  balloon  pumping  was  instituted  on  December 
2.  The  patient  experienced  another  cardiac  arrest  on  De- 
cember 3 and  was  resuscitated,  but  third-degree  heart 
block  necessitated  a transvenous  pacemaker.  The  patient 
was  weaned  from  the  balloon  pump  the  following  day.  A 
fresh  myocardial  infarction  could  not  be  documented.  He 
subsequently  developed  pneumococcal  pneumonia  and 
pulmonary  edema. 

Previous  coronary  arteriograms  from  another  institu- 
tion where  the  patient  was  not  considered  to  be  a surgical 
candidate  were  not  available.  Coronary  arteriography  at 
our  institution  revealed  a normal  circumflex  coronary 
with  total  occlusion  of  the  right  coronary  artery  and  left 
anterior  descending.  There  was  diffuse  hypokinesis  of  the 
left  ventricle  and  a large  apical  aneurysm. 

Because  of  his  precarious  condition,  he  underwent  ur- 
gent surgery.  A ventricular  aneurysm,  6 cm.  by  9 cm.  in 
size,  involving  the  apex,  part  of  the  right  ventricle,  and 
septum,  was  resected,  and  the  mural  thrombus  removed. 
The  obliterated  left  anterior  descending  was  resected  with 
the  specimen.  A reversed  saphenous  vein  graft  was  placed 
to  the  right  coronary  artery.  The  patient’s  postoperative 
course  was  unremarkable  and  he  was  discharged  on  the 
seventh  postoperative  day. 

In  December  1975,  he  was  readmitted  for  femoral 
artery  occlusion.  Thrombectomy  restored  circulation  to  his 
legs.  At  present,  he  is  able  to  walk  one-half  to  three- 
fourths  of  a mile  and  experiences  mild  stable  angina. 
Repeat  catheterization  is  indicated  to  check  graft  patency 
and  left  ventricular  hemodynamics,  and  the  possibility  of 
mural  thrombus. 


for  1976 


317 


Comment:  This  patient  arrived  at  Denver  Gen- 
eral Hospital  without  pulse  or  blood  pressure, 
probably  due  to  a sudden  ventricular  ar- 
rhythmia. The  intra-aortic  balloon  pump  was 
effective  in  stabilizing  his  rhythm.  Resection 
of  his  aneurysm  with  revascularization  of  his 
heart  allowed  survival,  but  he  is  still  com- 
promised by  remaining  poor  ventricular  func- 
tion. The  question  of  embolus  versus  throm- 
bosis of  his  femoral  artery  is  unanswered  since 
ventriculography  has  not  been  carried  out. 

Case  2:  A 46-year-old  white  female  experienced  her  first 
myocardial  infarction  in  September  1970.  Post  infarction 
angina  persisted  until  her  second  attack  in  November 
1972.  Following  this  episode,  fatigue  limited  exercise  be- 
fore angina  occurred.  In  January,  1974,  she  experienced  a 
cardiac  arrest  while  shovelling  snow.  She  was  resusci- 
tated in  the  DGH  Emergency  Room  and,  as  part  of  a 
study,  underwent  coronary  arteriography  and  heart 
catheterization  which  showed  high  grade  obstruction  of 
the  left  anterior  descending  with  good  ventricular  func- 
tion except  for  an  aneurysm  at  the  apex.  There  was  no 
evidence  of  acute  infarction.  After  discharge  she  had  two 
syncopal  episodes  before  returning  to  hospital  for  a 
treadmill  test  in  July  1974,  again  as  part  of  the  study. 
Treadmill  testing  produced  ventricular  fibrillation.  Dur- 
ing the  hospitalization  which  followed,  ventricular  ar- 
rhythmias proved  difficult  to  manage  medically.  Surgery 
was  recommended  but  the  patient’s  internists  preferred 
multiple  drug  therapy. 

In  September,  1975,  she  was  admitted  for  modified 
radical  mastectomy  for  intraductal  carcinoma.  The  proce- 
dure was  cancelled  when  premedication  caused  significant 
hypostension  and  bradycardia.  She  subsequently  under- 
went simple  mastectomy  under  local  anesthesia.  Though 
she  has  had  no  further  documented  episodes  of  ventricular 
fibrillation,  she  remains  disabled. 

Comment:  This  patient  has  suivived  repeated 
ventricular  fibrillation.  Although  her  rhythm 
was  eventually  controlled  with  drugs,  she  re- 
mains disabled  by  her  poor  left  ventricular 
function. 

Case  3:  A 60-year-old  Spanish-American  female  experi- 
enced myocardial  infarction  in  1963.  Since  that  time  she 
has  had  multiple  admissions  for  congestive  heart  failure 
and  pulmonary  edema.  She  was  admitted  to  Denver  Gen- 
eral Hospital  on  July  12,  1975,  for  congestive  failure  and 
underwent  cardiac  catheterization  with  coronary  arteriog- 
raphy. An  obstructing  lesion  was  found  in  the  left  anterior 
descending  with  almost  total  occlusion  of  the  right  coro- 
nary artery.  There  was  also  high  grade  obstruction  of  the 
first  septal  perforator  and  a ventricular  aneurysm.  During 
this  admission,  0.25mg  digoxin  given  IV  produced 
dangerous  ventricular  ectopy.  She  was  readmitted  in  Au- 
gust 1975  for  acute  ischemia  of  both  legs.  Although  she 
underwent  successful  bilaterial  embolectomy,  nothing  was 
done  to  correct  the  source  of  her  emboli. 


Comment:  Peripheral  embolization  is  a sig- 
nificant cause  of  death  in  patients  with  ven- 
tricular aneurysm. 

Case  4:  A 52-year-old  white  male  collapsed  at  the  office 
on  November  23,  1975.  He  was  brought  to  the  Denver 
General  Emergency  Room  in  cardiac  arrest,  where  he  was 
resuscitated.  His  past  history  was  significant  for  a silent 
anterior  myocardial  infarction  and  increasing  angina  over 
the  previous  five  months.  During  a treadmill  test  at 
another  hospital  he  developed  ventricular  tachycardia. 
Digoxin  was  started  three  days  prior  to  admission  for 
congestive  failure.  Admission  EKG  showed  an  acute  an- 
terolateral and  superior  myocardial  infarction.  Over  the 
next  five  days  he  required  defibrillation  more  than  65 
times  in  spite  of  drug  therapy  including  lidocaine,  nitrog- 
lycerine, pronestyl,  dilantin,  quinidine,  propranolol,  and 
digoxin. 

Since  he  was  considered  refractory  to  medical  therapy, 
he  underwent  cardiac  catheterization  with  coronary  ar- 
teriography on  November  25.  Total  occlusion  of  the  left 
anterior  descending  and  right  coronary  artery  was  dem- 
onstrated. At  operation  the  following  day  an  apical 
aneurysm  was  plicated  and  reversed  saphenous  vein 
grafts  were  placed  to  the  right  coronary  artery,  anterior 
descending  and  its  first  diagonal  branch. 

During  the  pump  run  he  developed  interstitial  pulmo- 
nary edema.  Severe  fluid  restriction  and  minimal 
amounts  of  pressors  were  required.  Postoperatively  he 
followed  the  usual  pattern  of  decreasing  ventricular  ir- 
ritability. Although  he  was  given  intermittent  doses  of 
pronestyl  and  propranolol,  his  cardiac  rhythm  was  con- 
trolled with  quinidine  and  intermittent  boluses  of 
lidocaine.  Two  further  countershocks  were  required.  Di- 
goxin was  continued.  Hypokalemic  alkalosis  with  unsta- 
ble rhythm  necessitated  250  mEq  KCl  intravenously  over 
the  first  24  hours.  A skin  slough  resulted,  which  caused 
no  functional  impairment  of  his  hand.  He  has  been  lost  to 
followup  but  it  is  known  that  he  is  alive  one  year  post- 
operative. 

Comment:  A patient  who  has  experienced  65 
cardiac  arrests  in  the  medical  intensive  care 
unit  is  certainly  refractory  to  medical  therapy. 
Surgical  therapy  was  obviously  effective.  Ad- 
ministration of  large  doses  of  intravenous 
KCl  is  one  of  the  most  effective  treatments  for 
ventricular  irritability  especially  in  the  pres- 
ence of  hypokalemic  alkalosis.  The  risk  of 
skin  slough,  a well-known  complication  of  in- 
travenous administration  of  concentrated 
potassium  chloride,  had  to  be  taken  to  give 
this  lifesaving  drug. 

Discussion 

The  natural  history  of  ventricular 
aneurysms  has  been  well  documented.  Of  pa- 
tients experiencing  myocardial  infarction  be- 
tween 3.5  per  cent  and  20  per  cent  will  de- 
velop them.i"^  On  the  average  12  months  are 
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required  for  the  akinetic  area  of  the  infarct  to 
develop  into  a dyskinetic  aneurysm,  although 
the  time  can  range  from  days  to  years.®' Al- 
though an  asymptomatic  interval  between  the 
time  of  infarction  and  development  of 
symptoms  is  classically  described®  probably 
only  46  per  cent  of  patients  are  actually 
as5Tiiptomatic.'‘  Although  aneurysms  may  not 
strictly  follow  the  distribution  of  individual 
coronary  arteries,  most  aneurysms  (71-99  per 
will  develop  in  the  apex  or  anterior 
wall  of  the  heart,  the  distribution  of  the  left 
anterior  descending  artery.  The  few  remain- 
ing develop  in  the  posterior  wall,  in  the  dis- 
tribution of  the  posterior  descending  artery 
which  arises  from,  the  dominant  arterial  sys- 
tem, right  or  left.  Posterior  aneurysms  develop 
with  less  frequency  than  anterior  ones, 
perhaps  because  a large  infarction  in  this  area 
usually  infarcts  the  posterior  papillary  muscle 
producing  death  from  mitral  regurgitation  be- 
fore aneurysm  formation  can  occur. In- 
volvment  of  the  septum  is  not  unusual  and  is 
usually  of  little  consequence  to  the  surgeon®. 

The  mortality  associated  with  these 
aneurysms  is  impressive  and  has  been  esti- 
mated at  40  to  50  per  cent  at  one  year,2<“  73 
per  cent  at  3 years, ^ and  73  to  83  per  cent  at  5 
years. Development  of  an  aneurysm  doubles 
the  long-term  mortality  of  the  myocardial  in- 
farction patient.'*  Natural  history  studies  of 
aneurysm  patients  have  not  adequately 
considered  the  influence  of  other  coronary  ar- 
tery lesions  in  survival,  as  most  of  the  pa- 
tients did  not  undergo  coronary  arteriography. 
It  is  clear  however,  that  the  long-term  survi- 
val after  aneurysmectomy  is  determined  by 
the  severity  of  disease  in  remaining  coronary 
arteries^  and  contractility  of  the  remaining 
ventricular  muscle  mass.*  ® These  determi- 
nants should  similarly  influence  the  mortality 
of  nonsurgically  treated  aneurysms®  A 
symptomatic  aneurysm  with  associated  three 
vessel  coronary  disease  and/or  poor  ventricu- 
lar function  should  be  rapidly  fatal. 

Patients  with  ventricular  aneurysms  die  of 
congestive  heart  failure,  ventricular  ar- 
rhythmias, peripheral  embolism  of  further  in- 
farction - all  seem  related  to  the  aneurysm. 
Few  die  of  unrelated  causes.  Rupture,  a prob- 
lem common  with  other  types  of  aneurysms  or 
acute  myocardial  infarction  is  uncommon  in 


ventricular  aneurysms,  occurring  in  less  than 
one  per  cent  of  patients. ^ Other  cardiovascular 
catastrophes  lead  to  their  demise  before  rup- 
ture occurs.  Intractable  congestive  failure  is 
the  main  cause  of  death  in  up  to  75  per  cent®'"* 
of  these  patients  as  the  increasingly  dyskinet- 
ic area  of  ventricle  receives  blood  that  should 
have  been  pumped  into  the  aorta.  Resection  or 
plication  of  the  aneurysm  returns  this  flow  to 
the  aorta. 

Ventricular  arrhythmias,  often  producing 
sudden  death,  are  commonly  associated  with 
ventricular  aneurysms.  Twenty-two  to  50  per 
cent**'*®  of  patients  experience  this  problem, 
and  it  is  the  main  cause  of  death  in  14  to  51 
per  cent.**!*®  As  many  as  66  per  cent  die 
within  6 months  of  their  first  attack  of  ven- 
tricular tachycardia.*®  Re-entrant  rhythms 
can  be  produced  by  slowed  conduction  through 
the  scar  reaching  relatively  normal  tissue 
after  the  primary  impulse  has  passed,  by  a 
scar  caused  entrance  block  shielding  an  au- 
tonomous island  of  muscle  whose  impulse  is 
then  conducted  through  the  remainder  of  the 
heart  muscle,  or  by  an  area  of  muscle  made 
irritable  by  ischemia.®**®  Such  rhythm  de- 
creases cardiac  output  further,  predisposing  to 
further  ischemia,  more  arrhythmias  and 
myocardial  infarction. 

Approximately  half*  of  patients  with  ven- 
tricular aneurysm  experience  peripheral  em- 
bolization, the  main  cause  of  death  in  13  to  20 
per  cent.®'*  Although  embolism  can  occur  from 
an  aneurysm  believed  free  of  mural  thrombus, 
the  presence  of  documented  mural  thrombus 
increases  the  risk.®”*  ® Mural  thrombosis  is  de- 
monstrable in  53  to  78  per  cent  of  patients. 
Emboli  may  occlude  limb  arteries,  from  which 
they  can  be  easily  retrieved,  or  they  may 
occlude  cerebral,  coronary  or  renal  arteries 
producing  death.  Embolization  from  the  left 
ventricle  in  patients  who  have  had  their 
aneurysms  resected  is  rare.® 

Further  infarction  is  the  main  cause  of 
death  in  11  to  28  per  cent®**  of  these  patients. 
Myocardial  infarction  as  the  cause  of  death  is 
not  a pure  category,  as  congestive  failure'*  ar- 
rhythmia, or  embolism  may  precipitate  infarc- 
tion. Seventy-five  per  cent  of  these  infarctions 
occur  in  the  immediate  area  of  the  aneurysm, 
in  an  area  that  would  be  ablated  by  aneurys- 
mectomy*- Although  the  pathophysiologic  be- 
havior of  the  aneurysm  itself  accounts  for 
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many  myocardial  infarctions,  the  condition  of 
the  remaining  coronary  arteries  is  significant 
as  well  in  determining  the  incidence  of  death 
from  subsequent  infarction.^ 

Diagnosis  of  a ventricular  aneurysm  can 
be  a problem.  Attempts  at  noninvasive  diag- 
nosis of  this  lethal  condition  have  produced 
equivocal  results.  Physical  examination  is 
generally  abnormal,  but  often  in  nonspecific 
ways. 2 Graber  et  al®'  in  studying  23  patients, 
found  the  apex  abnormal  to  palpation  in  21 
patients  of  whom  10  had  a late  systolic  bulge 
or  double  impulse.  All  23  patients  had  cardiac 
gallops,  10  patients  had  a systolic  murmur, 
and  11  had  other  nonspecific  cardiac  findings. 
At  surgery,  of  course,  the  aneurysm  is  seen  to 
be  dyskinetic  and  palpation  reveals  a 
thinned-out  noncontractile  area. 

The  electrocardiogram  is  helpful  but  often 
likewise  non-diagnostic^  Seventy-nine  per 
cent  of  patients  with  anterior  aneurysm  will 
have  the  persistent  ST  segment  elevation  in 
the  precordial  leads  characteristic  of 
aneurysm.  Only  half  of  the  patients  with  pos- 
terior aneurysms  will  show  the  characteristic 
ST  segment  elevation  in  leads  II  and  AVF 
with  ST  segment  depression  in  the  precordial 
leads.  The  chest  x-ray  may  show  a saccular 
bulge  continuous  with  the  left  ventricle  which 
on  fluoroscopy  moves  paradoxically,  but  not 
uncommonly  the  chest  film  just  shows  car- 
diomegally  with  the  aneurysm  itself  hidden  in 
the  diaphragmatic  shadow.  Although  physical 
examination,  EKG  and  x-ray  may  lead  the 
clinician  to  the  diagnosis,  confirmation  by 
cardiac  catheterization  is  usually  required. 
False  diagnoses  are  still  possible  but  much 
less  likely. 

Our  ideas  on  the  surgical  approach  to  ven- 
tricular aneurysms  have  evolved  with  the  de- 
velopment of  surgery  for  ischemic  heart  dis- 
ease. Before  the  advent  of  direct  coronary 
arterial  surgery,  therapy  was  often  carried  out 
without  previous  coronary  arteriography.  The 
aneurysm  was  resected  or  plicated,  often 
without  the  use  of  cardiopulmonary  bypass, 
and  Vineberg  implants  placed  if  any  attempt 
at  revascularization  were  made.  Removal  of 
mural  thrombus  was  not  possible.  Mortality  in 
this  era  was  13  to  20  per  cent.^^A®  The  over- 
whelming mortality  of  ventricular  aneurysms 
treated  medically  made  the  early  surgical 
mortality  of  20  per  cent  seem  good. 
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As  direct  coronary  arterial  surgery  became 
possible,  increasing  emphasis  was  placed  on 
the  importance  of  bypassing  all  obstructed 
coronary  arteries  to  decrease  the  problems  of 
angina  and  the  incidence  of  postoperative  in- 
farction®- Mortality  was  decreased  to  5 to  15 
per  cent^A"^  when  all  significant  coronary  le- 
sions were  bypassed.  Repair  of  the  aneurysm 
often  became  incidental  to  coronary  bypass  for 
intractable  angina.  With  the  advent  of  direct 
coronary  arterial  surgery,  revascularization  of 
the  heart  became,  conceptually  at  least,  more 
important  in  treating  arrhythmia  than  resec- 
tion of  the  aneurysm  itself.  The  intra-aortic 
balloon  pump  proved  useful  in  stabilizing  such 
patients  for  surgery^®- 

More  recently,  epicardial  and  endocardial 
mapping  has  become  a useful  tool  in  determin- 
ing the  origin  of  the  arrh)d;hmia^®  and,  in  the 
future,  all  aneurysms  causing  ventricular  ir- 
ritability will  be  resected  instead  of  plicated,  if 
for  no  other  reason  than  to  allow  easy  access 
to  the  endocardium.  The  ectopic  focus  will 
then  be  ablated.  With  current  technics  the 
operative  mortality  for  left  ventricular 
aneurysmectomy  with  bypass  of  other 
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obstructed  coronary  arteries  is  5 per  cent^'^’ 
with  remaining  good  ventricular  muscle.  Sur- 
viving patients  experience  marked  relief  of 
symptoms.  Life  is  clearly  prolonged  in  pa- 
tients with  intractable  congestive  failure,  re- 
fractory arrhythmia  or  peripheral  emboliza- 
tion, as  these  patients  are  dying  on  medical 
therapy.  Although  operated  patients  face  a 
relatively  high,  long-term  mortality  - 26  per 
cent^  at  4 years  - comparison  studies  in  large 
numbers  of  medical  patients  show  an  impor- 
tant improvement  from  88  per  cent  mortality 
expected  at  five  years.  Surgery  improves  and 
lengthens  the  life  of  an  aneurysm  patient. 

Conclusion 

With  improved  surgical  technics  there  is 


no  longer  any  reason  to  restrict  surgery  to 
those  patients  whose  lives  are  in  immediate 
danger.  All  four  of  the  patients  described 
above  have  experienced  life-threatening  com- 
plications of  their  aneurysms.  Results  have 
been  good  in  the  two  patients  operated  for 
salvage  of  life.  A symptomatic  ventricular 
aneurysm  is  a surgical  disease.  Patients  with 
intractable  failure,  systemic  embolization  or 
life-threatening  arrhythmia  should  be  oper- 
ated on  urgently.  All  patients  in  congestive 
failure  due  to  an  aneurysm  or  who  have  sig- 
nificant ventricular  arrhythmias  or  mural 
thrombus  should  be  operated.  Aneurysms 
found  incidentally  to  other  open-heart  surgery 
should  be  repaired. 
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The  History  of  Neurology  in  Colorado* 


Clifford  Schold,  MD  and  Stuart  Schneck,  MD,  Denver 


The  history  of  the  study  and  treatment  of 
neurologic  disease  in  Colorado  is  a rich  one 
which  essentially  spans  the  history  of  modern 
medicine  in  this  area.  It  is  intimately  inter- 
woven with  the  factors  which  first  brought 
physicians  to  the  wilderness  of  Colorado,  as 
well  as  with  the  establishment  and  growth  of 
a major  medical  training  center  at  the  Uni- 
versity of  Colorado. 

The  first  physician  in  Colorado  whose 
interests  and  practice  centered  on  disorders  of 
the  nervous  system  was  Jeremiah  T.  Eskridge. 
Born  in  Delaware  in  1849,  Dr.  Eskridge,  as 
was  the  case  with  so  many  early  Colorado 
physicians,  moved  west  when  he  contracted 
tuberculosis.  He  had  received  his  medical  de- 
gree at  Jefferson  Medical  College  in  1875,  and 
though  he  published  an  occasional  paper  deal- 
ing with  diseases  of  the  nervous  system  dur- 
ing his  early  years  of  practice  in  the  East,  it 
was  not  until  he  came  to  Colorado  that  he 
began  to  concentrate  on  neuro-psychiatric 
illnesses.  His  writings  dealt  with  a wide  vari- 
ety of  neurologic  topics  ranging  from  detailed 
case  reports  to  more  speculative  issues  such  as 
"cerebral  localization”^  or  the  "effect  of  the 
climate  of  Colorado  on  sleep”^*  Dr.  Eskridge 
was  also  active  in  the  medical  community, 
serving  as  Dean  of  the  Medical  School  from 
1892-97.  He  was  President  of  the  Colorado 
Medical  Society  in  1890-91,  and  his  president- 
ial address,  in  which  he  advocated  the 
therapeutic  use  of  hypnotism,  earned  him  his 
greatest  notoriety.  He  died  in  1902  from  the 
complications  of  tuberculosis^- 

The  story  of  the  early  years  of  the  Univer- 
sity of  Colorado  School  of  Medicine  has  been 
well  told^'®  Suffice  it  to  say  that  considerable 
debate  surrounded  the  organization  of  the 
school  in  the  early  part  of  this  century,  and  it 
was  not  until  1924  that  it  became  established 
at  its  present  site.  During  these  years  a 

*From  the  University  of  Colorado  Medical  Center,  Department  of 
Neurology,  Denver.  Dr.  Schold  is  Resident  and  Dr.  Schneck  is 
Professor  of  Neurology. 


number  of  neuropsychiatrists  contributed  to 
the  teaching  of  medical  students  and  practiced 
their  specialty  in  the  Denver  area.  These  in- 
cluded Dr.  George  Neuhaus,  the  first  chair- 
man of  the  Department  of  Neurology  when  it 
was  established  in  1912,  the  brothers  Persh- 
ing, Sydney  Bluemel,  the  "gentle  crusader”®- 
and  Dr.  Edward  Delehanty.  The  latter  re- 
ceived his  MD  from  the  University  of  Colorado 
in  1895,  joined  the  faculty  in  1905  and  was 
emeritus  professor  until  1950.  Dr.  Delehanty 
was  the  only  other  neurologist  to  have  been 
CMS  President  (1931-32).  He  can  be  seen  in 
Fig.  1 as  a student  of  Dr.  Eskridge. 

George  Moleen  chaired  the  department  of 
neurology  from  1922-32  and  had  much  to  do 
with  the  separation  of  the  neurologic  and 
psychiatric  specialties.  Born  in  St.  Louis  in 
1876,  Dr.  Moleen  received  his  MD  in  1900 
from  Gross  Medical  College,  an  institution 
then  involved  in  the  dispute  over  the  location 
of  the  state  medical  school  in  Colorado  and 
which  was  later  absorbed  by  the  University. 
He  trained  with  Dr.  William  Spiller  at  the 
University  of  Pennsylvania  and  organized  the 
Colorado  Neurological  Society,  an  institution 
with  a living,  active  descendent.  His  interest 
in  psychiatric  care  having  been  stimulated  by 
an  affliction  of  a close  relative’-  Dr.  Moleen 
probably  was  the  leading  figure  associated 
with  the  establishment  of  Colorado 
Psychopathic  Hospital  in  1924.  His  reasoning 
was  detailed  in  1920  in  "Colorado  Medicine”®- 
Colorado  Psychopathic  Hospital,  now 
Psychiatric  Hospital,  was  the  first  state 
psychiatric  institution  in  this  country  directly 
affiliated  with  a medical  school  and  a resident 
training  program. 

To  run  the  psychiatric  hospital  and  train- 
ing program  Dr.  Moleen  brought  to  Colorado 
Dr.  Franklin  Ebaugh,  probably  the  first  full- 
time academic  psychiatrist  in  the  area.  Dr. 
Ebaugh  had  trained  with  Adolph  Meyer  in 
Philadelphia  and  published  a number  of  arti- 
cles on  neurologic  topics  prior  to  coming  to 
Colorado,  but  during  his  productive  years 
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Fig.  1.  University  of  Colorado  medical  students  observe  Dr.  Jeremiah  T.  Eskridge,  left,  and  Dr.  Clayton  Parkhill,  right, 
bearded,  white-gowned  surgeons,  as  they  attend  a case  of  brain  surgery  in  1895.  Then  a student.  Dr.  George  Delehanty  can 
be  seen  at  the  far  right.  (Denver  Medical  Society  Library}. 


here,  he  concentrated  on  training  and  admin- 
istration. However,  there  was  an  occasional 
bold  excursion  into  the  experimental  arena, 
viz,  "Implantation  of  Bacillus  Acidophilus  for 
Psychosis”®  In  addition  he  read  the  EEGs  at 
Colorado  Psychiatric  Hospital  for  many  years. 
Dr.  Ebaugh  was  President  of  the  Colorado 
Neuropsychiatric  Society,  child  of  the  organi- 
zation founded  by  Dr.  Moleen,  in  1929  and 
1946,  and  he  is  said  to  have  "founded”  the 
American  Board  of  Psychiatry  and  Neurol- 
ogy^®- He  died  only  four  years  ago,  still  an 
active  man.  Many  Colorado  physicians  have 
shared  vivid  memories  of  his  years  of  leader- 
ship. 

Phillip  Work,  whose  father  was  a physi- 
cian and  postmaster  general  of  the  US,  was 
administrative  head  of  the  department  of 
neurology  from  1936-42.  He  was  born  in  Fort 


Morgan,  trained  at  the  University  of  Pennsyl- 
vania, and  also  had  some  rather  curious  ex- 
perimental interests,  "Cystoscopy  in  the  In- 
sane”^ for  example.  He  left  the  area  after  a 
reorganization  of  the  medical  school  during 
the  war  years  resulted  in  the  loss  of  de- 
partmental status  for  neurology. 

The  first  full-time  clinical  neurologist,  as 
opposed  to  neuropsychiatrist,  in  Colorado  was 
human  Daniels.  Born  in  1895  in  Woodstock, 
Illinois,  Dr.  Daniels  received  his  MD  from 
Rush  Medical  College  in  1921  and  had  his 
neurologic  training  at  the  Mayo  Clinic  from 
1928-32.  His  office  at  1616  Tremont  was  ac- 
tive from  the  time  of  his  arrival  in  1932  until 
his  retirement  in  1966.  He  was  administrative 
head  of  the  neurology  division  of  the  Univer- 
sity of  Colorado  Medical  School  until  1951  and 
was  head  pro  forma,  as  will  be  mentioned 
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Fig.  2.  Dr.  James  Stephens  headed  the  division  of  neurol- 
ogy at  the  University  of  Colorado  from  1953  until  1966. 


later,  until  1963.  "Danny”  was  an  opinionated, 
outspoken,  unusually  competent,  and  ex- 
tremely well-read  neurologist,  and  many  of 
the  books  currently  in  the  James  Stephens 
Neuroscience  Library  at  the  Medical  School 
were  donated  by  him.  He  did  little  publishing 
and  almost  no  purely  experimental  work,  but 
probably  saw  more  patients  with  neurologic 
disease  from  Colorado  and  the  surrounding 
states  than  any  physician  before  or  since.  He 
died  in  1971  of  an  epidural  hemorrhage^^ 
Donald  Mulder  was  the  first  full-time 
academic  neurologist  in  this  state.  Having 
completed  his  neurologic  training  at  the  Uni- 
versity of  Michigan  in  1946  he  originally  came 
to  Denver  as  one  of  Dr.  Ebaugh’s  residents, 
but  the  need  for  neurologic  teaching  was  obvi- 
ous and  he  was  offered  a position  on  the  staff. 
He  left  in  1950  to  practice  at  the  Mayo  Clinic, 
where  he  is  at  present^^- 

G.  Milton  Shy  succeeded  Dr.  Mulder  and 
headed  the  division  from  1951-53.  Born  in 
1919  in  Trinidad,  Colorado,  Dr.  Shy  came  to 
Colorado  from  Montreal  with  Dr.  Maitland 


Baldwin,  a neurosurgeon.  This  association, 
though  brief,  was  one  of  a series  of  interesting 
relationships  between  neurologists  and 
neurosurgeons  at  the  University.  Dr.  Shy  was 
associated  here  with  the  establishment  of  a 
muscle  disease  clinic,  surely  one  of  the  first  in 
the  country  and  one  which  was  subsequently 
supervised  by  some  of  the  most  prominent 
specialists  in  muscle  disease.  Dr.  Shy  left  for 
the  National  Institutes  of  Health  in  1953  after 
which  he  chaired  two  Departments  of  Neurol- 
ogy, first  at  the  University  of  Pennsylvania 
and  then  at  the  Neurological  Institute  of  New 
York,  before  his  untimely  death  in  1968^^- 

Before  leaving.  Dr.  Shy  helped  recruit  as 
his  replacement  a man  he  had  known  briefly 
at  Queen  Square  in  the  late  1940’s.  James 
Stephens  (Fig.  2)  came  to  Colorado  in  1953  at 
the  age  of  33  after  a brief  sojourn  in  private 
practice  in  Moose  Jaw,  Saskatchewan.  An 
Englishman,  he  had  his  medical  and 
neurologic  training  in  Great  Britain,  initially 
with  Sir  Charles  Symonds  at  Guy’s  Hospital 
and  then  at  the  National  Hospital  at  Queen 
Square.  Dr.  Stephens  headed  the  division  of 
neurology  from  1953  until  his  death  in  1966, 
although  he  was  not  formally  chief  until  1963, 
primarily  because  of  delay  in  getting  his 
licensure  and  citizenship  in  this  country.  Dr. 
Daniels  was  pro  forma  chief  in  the  interval. 
Dr.  Stephens’  interests  were  wide-ranging,  but 
probably  the  particular  area  in  which  he  was 
most  interested  was  muscle  disease.  He  was  at 
the  National  Institute  of  Health  on  sabbatical 
leave  studying  the  new  techinic  of  electron- 
microscopy  as  applied  to  muscle  diseases  when 
he  was  stricken  with  his  fatal  illness.  His  stay 
at  the  University  coincided  with  that  of  Keas- 
ley  Welch  as  Head  of  Neurosurgery,  and  the 
talents  of  each  reinforced  the  best  in  the 
other^^ 

Dr.  Stephens  was  responsible  for  the  estab- 
lishment and  growth  of  the  training  program 
at  the  University  of  Colorado,  and  many  of  his 
former  residents  can  describe  anecdotes  illus- 
trating his  clinical  acumen  and  his  delightful 
British  sense  of  humor.  A series  of  tapes  of 
rounds  with  Professor  Stephens  exists  and  viv- 
idly illustrates  those  faculties  even  to  those 
who  did  not  have  the  good  fortune  to  know 
him.  He  died  of  a pancreatic  carcinoma  shortly 
after  the  new  Colorado  General  Hospital  was 
completed. 
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In  recent  years  the  training  program  at  the 
University  of  Colorado  Medical  Center  has 
expanded  and  is  being  directed  currently  by 
Dr.  James  Austin.  Neurologists  are  now  prac- 
ticing in  many  Colorado  cities  outside  of  Den- 
ver, and  a total  of  about  forty  can  be  identified 
within  the  state.  The  concept  of  neuro- 
psychiatry as  a specific  specialty  is  no  longer 
tenable,  though  the  close  association  between 


the  two  fields  still  is  underscored  by  the  per- 
sistance  of  the  common  certification  unit,  the 
American  Board  of  Psychiatry  and  Neurology. 
Although  there  is  now  a more  distinct  separa- 
tion between  the  academician  and  the  prac- 
titioner, it  is  useful  to  recall  that  a devoted 
core  of  practicing  and  teaching  neuro- 
psychiatrists in  the  first  half  of  this  century 
laid  the  foundation  for  the  current  structure. 
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Osteoid  Osteoma 

A Rare  Occurrence  in  the  Carpal  Navicular 


William  J.  Ciccone,  MD,  Colorado  Springs,  Colorado 


Because  of  its  variety  of  symptoms, 
localizations,  and  clinical  behavior,  osteoid 
osteoma  has  been  termed  the  ‘ ‘osseous 
chameleon”. 

Osteoid  osteoma  is  a small  but  painful  bone 
lesion  first  defined  in  1935.  It  is  a border-line 
or  quasi  tumor.  The  fact  that  it  is  a lesion  of 
self-limited  growth  irrespective  of  its  duration 


is,  of  course,  somewhat  against  it  being  ac- 
ceptable as  a tumor.  On  the  other  hand,  it 
clearly  does  not  represent  a reparative  re- 
sponse to  inflammation.  It  is  now  accepted  as 
a distinct  lesion  and  one  which  should  not  be 
confused  with  a small  bone  abscess  or  a focus 
of  chronic  sclerosing,  non-supportive  os- 
teomyelitis.® 

Not  all  osteoid  osteomas  clinically  appear 
with  classical  symptoms  and  findings.  The 
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Fig.  1.  Photograph  at  operation.  The  siste  of  the  osteoid 
osteoma  in  carpal  navicular  is  indicated  by  the  two  nee- 
dles. 


nidus  may  be  radiolucent  with  increased  bone 
density  surrounding  it,  or  a center  may  be 
radiopaque  with  no  reaction,  or  it  may  be 
radiolucent  with  thin  sclerotic  borders,  or 
sometimes  no  nidus  can  be  demonstrated  at 
all.®  Lindbom  using  arteriography  found  that 
the  osteoid  osteoma  nidus  is  extremely  vascu- 
lar, differentiating  the  osteoid  osteoma  from 
an  abscess. Very  unusual  cases  are  as- 
sociated with  neurologic  symptoms  and  signs 
including  muscular  atrophy  and  weakness. 
Diminished  deep  tendon  reflexes,  sensory  loss, 
and  positive  straight  leg  raising  may  occur. 
Occasionally  there  are  reported  cases  of  os- 
teoid osteoma  that  proceed  to  spontaneous 
healing  symptomatically  and  radiographically 
in  two  to  seven  years. 

Edeiken,  DePalma,  and  Hodes  have  clas- 
sified osteoid  osteoma  into  three  types  depend- 
ing on  site  of  origin:  cortical,  cancellus,  and 
subperiosteal.®  The  cortical  area  produces  the 
classical  osteoid  osteoma  which  is  a central 
radiolucent  nidus  with  surrounding  dense 
bone.  The  cancellus  type  favors  the  femoral 
neck,  vertebrae  proper,  and  small  bones  of  the 
hands  and  feet.  The  impression  is  that  this 
type  is  not  as  able  to  produce  the  surrounding 
dense  bone,  but  does  so  at  a distance  to  the 
nidus.  The  subperiosteal  type  produces 
radiologic  findings  of  irregular  bone  resorp- 
tion due  to  pressure  atrophy,  and  rather  than 
a reactive  bone  response,  synovitis,  effusion, 
and  localized  osteoporosis  may  occur  in  the 
adjacent  joints.®  Articular  or  subperiosteal  os- 
teoid osteomas  most  commonly  are  found  in 
the  elbow  joint  and  facet  joints  of  the  spine. 
When  found  in  the  spine,  it  produces  a painful 


Fig.  2.  Gross  specimen  excised. 


Fig.  3.  Photomicrograph  of  excised  osteoid  osteoma. 


scoliosis.  In  the  elbow,  it  may  be  mistaken  for 
gout  or  rheumatoid  arthritis,  and  here  surgi- 
cal excision  produces  a cure.^  Because  of  its 
varied  symptoms,  localizations,  and  clinical 
behavior,  some  observers  have  called  this 
tumor  the  "osseous  chameleon”.® 

In  a large  series  of  cases,  the  age  limit 
ranges  from  about  two  years  old  to  sixty  or 
seventy,  with  the  great  abundance  of  patients 
being  under  24  years  old.  Males  dominate  in  a 
2-1  ratio®'®'^®-  The  tibia  and  femur  will  be 
affected  in  25  to  50  per  cent  of  cases.  There 
have  been  isolated  reports  of  osteoid  osteoma 
in  a terminal  phalanx  of  a finger  with  pre- 
mature epiphyseal  closure.^’  Appearance  in 
the  carpal  bones  is  rare;  there  have  been 
five  reported  cases  of  an  osteoid  osteoma  in 
the  capitate^'^®*^^'^®/^^  five  in  the  ha- 
mate^^'^®'^®'^®'^®  and  one  in  the  lunate.®  A 
review  of  hand  cases  by  Dr.  Carroll  showed  no 
incidence  of  osteoid  osteoma  in  the  carpal 
navicular,  but  the  differential  diagnosis  in  the 
hand  would  be  syphillitic  dactylitis,  tuber- 
culosis, or  osteomyelitis.^  Watson  Jones  re- 
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ported  one  case  of  an  osteoid  osteoma  in  the 
carpal  navicular,  but  unfortunately  no  speci- 
men was  available  for  microscopic  evaluation 
as  the  lesion  was  drilled.’^  The  only  two  proved 
cases  of  osteoid  osteoma  in  the  carpal  navicu- 
lar in  English  literature  were  reported  by 
Wallace  while  in  the  military  in  1947.^^ 

CASE  REPORT 

A 21-year-old  male  was  first  seen  in  December  of  1974 
with  a history  of  mild  discomfort  in  his  left  wrist  intermit- 
tently for  two  months.  The  patient  stated  he  occasionally 
obtained  relief  with  a wrist  support.  Examination  re- 
vealed mild  tenderness  in  the  wrist.  X-ray  examination  at 
this  time  was  essentially  negative.  The  patient  was 
started  on  anti-inflammatory  drugs,  and  returned  on  Feb- 
ruary 20th  stating  that  his  pain  was  only  at  night  and 
was  relieved  completely  with  aspirin.  At  this  time,  the 
patient  had  specific  tenderness  in  the  region  of  the 
navicular  and  the  lunate  of  the  involved  wrist.  X-ray 
examination  at  this  time  revealed  a somewhat  cir- 
cumscribed lucency  with  a dense  crater  in  the  carpal 
navicular.  Due  to  the  patient’s  lack  of  response  to  any 


treatment,  his  localized  area  of  tenderness  was  injected 
with  Xylocaine  and  an  intra-articular  steroid  on  April  17, 
1975.  He  was  seen  again  on  May  1,  1975  with  no  signifi- 
cant improvement  following  the  injection.  Again  he  stated 
that  the  pain  was  nocturnal,  completely  relieved  with 
aspirin.  Again  the  x-rays  were  suggestive  of  an  osteoid 
osteoma.  Because  of  the  lack  of  improvement,  an  exci- 
sional  biopsy  was  performed  on  May  8,  1975.  Fig.  1 
demonstrates  tbe  site  of  the  osteoid  osteoma  in  the  carpal 
navicular.  Fig.  2 shows  the  section  of  osteoid  osteoma 
removed  from  the  carpal  navicular.  Fig.  3 is  the  micro- 
scopic section  of  the  specimen  obtained.  At  the  time  of 
excisional  biopsy,  the  patient  also  had  bone  grafting  to  the 
navicular  from  the  distal  radius.  In  the  post-operative 
course  there  was  immediate  relief  from  night  pain  and  the 
patient  required  no  pain  medication. 

Conclusion 

Osteoid  osteoma  is  not  an  uncommon  benign 
bone  lesion.  Reported  is  a rare  occurrence  of 
osteoid  osteoma  in  the  carpal  navicular  with 
resultant  course  and  therapy. 
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Mushroom  poisoning 

Colorado  Experience  1972-1975 


Until  1972  no  worthwhile  records  of 
mushroom  poisoning  were  kept  in  Colorado. 
There  was  no  system  for  reporting  non-fatal 
cases,  and  only  death  certificates  to  report 
fatalities.  Only  one  fatality  has  been  previously 
recorded — that,  a poorly  documented  case  of  a 
four-year  old  boy  who  died  in  Fairplay,  Colorado 
in  1968,  presumably  from  eating  mushrooms. 
This  case  history  when  reviewed  presented  no 
evidence  that  the  child  ever  ate  a mushroom, 
and  the  course  of  the  illness  suggested  Reye’s 
syndrome  rather  than  mushroom  poisoning  as 
the  cause  of  death.  By  1972  several  things  had 
occurred  which  encouraged  the  reporting  of 
cases  of  mushroom  poisoning.  An  interested 
group  of  mushroom  hunters  had  formed  a 
study  club,  and  for  five  or  six  years  had  lec- 
tured on  mushroom  poisoning  to  various  med- 
ical and  social  groups,  so  that  most  of  the 
Emergency  Room  personnel  in  the  Denver 
metropolitan  area  knew  that  there  was  a 
mushroom  club  whose  members  would  help  in 
identification  of  suspect  mushrooms. 

Following  the  lead  of  the  Puget  Sound 
Mycological  Society,  the  Colorado  club 
prepared  and  distributed  a pamphlet  on 
mushroom  poisoning,  and  in  January,  1973,  this 
pamphlet  was  sent  to  each  hospital  in  Colorado. 
These  two  hundred  hospitals  were  asked  to 
report  all  cases  to  a central  poison  center.  In  the 
same  year,  the  Rocky  Mountain  Poison  Center 
at  Denver  General  Hospital,  under  the 
energetic  direction  of  Barry  Rumack,  M.D., 
became  a clearinghouse  for  nearly  all  poison- 

*  Dr.  Mitchel  is  consultant  on  mushroom  poisoning  to  the  Rocky 
Mountain  Poison  Center  as  well  as  special  editor  on  mycology  for 
the  Poislndex  published  by  the  Center.  He  is  Honorary  Curator  of 
Mvcology  for  the  Botanic  Gardens.  Denver. 


D.  H.  Mitchel,  MD,  Denver* 


ings,  including  mushroom  poisonings,  not  only 
for  the  Denver  metropolitan  area  and  the 
state  of  Colorado,  but  for  some  of  the 
neighboring  states  as  well.  A computerized 
method  of  recording  all  contacts  relating  to 
poisoning  was  quickly  developed,  and  a 
Poislndex  microfiche  system  of  relating  both 
commercial  and  natural  toxic  products  to 
therapy  charts  was  designed.  This  facility  is 
now  a center  for  national  distribution  of  in- 
formation regarding  ingredients  of  commer- 
cial products. 

The  degree  of  acceptance  of  this  service  by 
the  physicians  and  hospitals  in  the  area  is 
demonstrated  by  the  more  than  twenty  thou- 
sand contacts  per  year  made  with  real  or 
suspected  cases  of  poisoning — eight  to  ten  per 
cent  from  outside  the  Denver  Metropolitan  area 
and  three  per  cent  outside  the  state.  About  one 
per  cent  of  the  contacts  are  related  to  mushroom 
ingestion.  This  figure  may  reach  as  high  as  six 
per  cent  during  the  months  of  July  and  August 
but  remains  close  to  zero  from  November  to 
May.  (Tbe  calls  by  months  for  1975  were  as 
follows:  April-2;  May-16;  June-37;  July-88; 
August-42;  September-29;  October-8; 
November-1.  Actually  the  calls  in  April  and 
November  related  to  dried  mushrooms,  so  that 
in  Colorado  it  is  apparent  that  mushroom 
poisoning  is  a problem  only  six  months  out  of  the 
year.) 

Some  private  physicians  and  private 
hospitals  still  call  club  members  directly  for 
help  in  mushroom  identification.  Through  the 
combined  efforts  of  the  poison  center  and  the 
mushroom  club  we  believe  nearly  all  the  cases  of 
mushroom  poisoning  in  this  area  are  reported.  In 
fact  it  now  seems  we  are  as  likely  to  get 
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TABLE  I 


TABLE  II 


Calls  and  contacts  regarding  mushroom  ingestion  in  Coiorado 


Nature  of  Call 

1972 

1973 

1974 

1975 

Information  only 

26 

20 

21 

Treated  at  home 

151 

103 

171 

(Had  eaten  mushrooms) 

Symptomatic 

(33) 

(24) 

(32) 

Treatment  in  hospital  advised 

15 

17 

16 

22 

Refused  treatment 

(2) 

(3) 

Emergency  room  only 

(10) 

(10) 

(8) 

(12) 

In-patlant  care 

(5) 

(7) 

(6) 

(7) 

Out  of  state  not  followed 

6 

4 

10 

Total 

200 

143 

224 

Number  of  mushrooms  brought  in 

52 

50 

54 

48 

for  identification 

Number  of  toxic  rpushrooms 

21 

25 

18 

21 

identified 


Mushrooms  invoived  in  poisoning  sufficiently  severe  to  warrant 
hospitalization  in  Colorado 


Mushroom 

1972 

1973 

1974 

1975 

Amanita  muscaria 

5 

2 

1 

Amanita  pantherina 

4 

2 

3 

Chlorophyllum  molybdites 
Coprinus  atramentarius 

3 

1 

2 

1 

5 

1 

Leucoagaricus  naucinus 
Panaeolina  foeniscecii 
'Stropharia  coronilla 

2 

1 

1 

2 

Unknown  (no  sampling  obtained) 

8 

6 

10 

12 

Total 

15 

17 

16 

22 

'out  of  state 


duplicate  reports  of  a case  as  we  are  to  miss  a 
case.  Though  this  reporting  has  been  on  a volun- 
tary basis,  we  believe  that  it  is  at  least  as  ac- 
curate as  the  communicable  disease  reports  ob- 
tained by  governmental  agencies. 

It  is  our  hope  that  by  submitting  the  follow- 
ing studies  we  can  encourage  other  communities 
and  other  poison  centers  to  establish  some  stan- 
dardized method  of  reporting  their  cases  to  a 
single  center  and  hopefully  inspire  a system  for 
reporting  cases  nationally.  The  Mycological 
Society  of  San  Francisco  in  their  Mycena  News 
has  published  a number  of  cases  over  the  past 
three  years,  and  Dr.  Joe  Ammirati,  while  at  the 
USDA  Poison  Fungus  Center,  collected  reports 
of  106  cases  of  mushroom  poisoning  from  eight 
states  and  one  province  of  Canada  in  1973.^ 
But  this  data  would  be  seen  to  be  only  the  tip 
of  the  iceberg  if  ail  fifty  states  and  the  prov- 
inces of  Canada  established  a central  clearing 
house  for  the  reporting  of  all  cases. 

■ Some  interesting  observations  can  be  made 
from  the  tables,  even  from  the  small  number  of 
cases  involved.  Over  the  short  period  of  four 
years,  of  all  calls  relating  to  mushrooms,  con- 
sistently about  ten  percent  are  calls  for  informa- 
tion only — people  who  are  asking  for  a method  of 
telling  poisonous  from  nonpoisonous  mush- 
rooms, or  are  calling  to  find  out  whether  the 
little  brown  mushroom  growing  in  their  lawn  is 
harmful  to  their  dog.  (Table  1)  Another  ten  per 
cent,  however,  will  be  from  people  who  are 
seriously  ill  and  require  hospitalization.  Another 
ten  to  fifteen  percent  will  be  from  people  who 
have  some  symptoms  of  minor  illness  after  hav- 
ing eaten  mushrooms.  These  symptoms  may 


vary  from  a mild  headache,  a mild  gas- 
trointestinal disorder,  so  common  in  the 
summer,  to  vague  complaints  of  nervousness, 
twitching,  hyperventilation  or  other  symptoms 
of  anxiety,  alcohol  ingestion  or  the  use  of  drugs. 
The  remaining  two-thirds  of  the  calls  will  be 
related  to  the  concern  of  the  individual  about 
himself,  a member  of  his  family  or  a friend  who 
has  eaten  a wild  mushroom,  or  a child  who  has 
been  found  playing  with  mushrooms  and  no  one 
knows  whether  he  has  eaten  any  or  not.  These 
are  listed  in  Table  1 as  “treated  at  home”, 
meaning  that  they  were  managed  by  telephone 
from  the  poison  center. 

The  procedure,  of  the  Rocky  Mountain 
Poison  Center,  followed  in  all  cases  of  poisoning, 
consists  of  the  following  steps.  On  the  initial  call 
a contact  form  is  initiated  with  all  the  pertinent 
information  regarding  the  time  of  ingestion,  age, 
sex  and  size  of  the  individual  and,  most  impor- 
tant, the  telephone  number  and  address.  Next, 
the  individual  calling  is  asked  to  describe  the 
substance  ingested — in  this  case  the  mushroom. 
The  technicians  and  nurses  taking  these  calls  at 
the  center  have  all  had  basic  instruction  in 
mushroom  identification.  If  the  mushroom  has 
been  eaten  and  is  suspect,  the  caller  is  advised 
to  get  the  mushroom  to  the  poison  center,  use 
Syrup  of  Ipecac  15  to  30  cc  to  induce  vomiting, 
bring  the  individual  to  the  center,  observe  the 
individual  at  home  and  call  back  or  whatever  ac- 
tion seems  appropriate.  The  most  important 
step,  which  is  also  used  in  all  cases,  is  that  in  one 
hour  and  again  in  four  hours  the  poison  center 
returns  the  call  to  check  on  the  condition  of  the 
individual. 
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It  may  seem  surprising  that  in  each  of  the 
last  two  years  two  or  three  individuals,  who  were 
so  violently  ill  that  hospitalization  was  advised, 
refused  to  go  to  the  hospital.  In  all  cases,  these 
were  young  healthy  adults  who  had  eaten 
Amanita  to  get  a psychedelic  trip  and  had  ap- 
parently become  so  ill  that  a friend  called  the 
hospital  for  advice.  When  the  patient  was  ad- 
vised to  go  to  the  hospital  he  refused  since  he 
had  apparently  weathered  similar  poisonings 
before,  and  was  willing  to  take  the  chance  again. 
In  only  about  half  of  the  cases  of  presumed 
mushroom  poisoning  can  a mushroom  be  ob- 
tained for  identification  (Table  1.)  and  con- 
versely only  about  half  the  mushrooms  brought 
in  for  identification  are  toxic. 

In  Table  2 the  poisonings  by  Stropharia  cor- 
onilla  are  awaiting  publication  as  case  reports. - 
The  poisonings  occurred  in  Dermott,  Arkansas. 
The  attending  physician  called  the  Rocky 
Mountain  Poison  Center  for  information  and 
later  sent  a transcript  of  the  records  and  a 
photograph  of  the  mushrooms  for  identification. 
The  patients  were  hospitalized  for  three  days 
with  rather  severe  gastrointestinal  symptoms, 
vasomotor  instability,  and  vague  hallucinogenic 
experiences.  The  cases  are  listed  because  the 
mushroom  was  identified  here.  They  are  not 
counted  in  our  total  cases  from  the  Colorado  re- 
gion. Of  the  poisonings  from  Amanita  muscaria 
and  A.  pantherina,  over  two-thirds  occurred  in 
individuals  who  ingested  them  deliberately  for 
the  halluciongenic  effect.  In  two  of  the  eight 
Amanita  muscaria  cases  that  were  severe 
enough  to  require  hospitalization,  muscarinic 
symptoms  were  present  as  well  as  symptoms  of 
ibotenic  acid  poisoning.  In  two  other  patients 
the  symptoms  were  those  of  atropine  poisoning 
because  of  the  mistaken  use  of  atropine  by  the 
hmiergency  Room  personnel  prior  to  hospital  ad- 
mission. The  Leucoagaricus  naucinus  and 
Panaeotus  foeinisecii  poisonings  were  all  in 
young  children. 

d'he  following  summary  of  a case 
demonstrates  the  frustrations  of  evaluating  a 
mushroom  poisoning.  For  a time  we  thought  we 
had  our  first  Amanita  verna  poisoning  and  first 
documented  fatality  to  report. 

CASE  REPORT 

In  April  1975  a 57-year  old  Caucasian  mycologist  was 
brought  from  a mountain  cabin  about  fifty  miles  south- 
west of  Denver  to  the  Emergency  Room  of  a metropolitan 
hospital  in  comatose  condition,  pulseless,  not  breathing, 
and  covered  with  vomitus.  A friend  who  drove  him  to 


TABLE  III 

Mushrooms  Involved  in  all  cases  of  poisoning  in  Colorado 
Mushroom  1972  1973  1974  1975 


Amanita  muscaria 
Amanita  pantherina 
Chlorophyl lum  molybdites 
Coprinus  atramentarius 
Leucoagaricus  naucinus 
Panaeolina  foenisecii 
Stropharia  coronilla 

Unknown  (no  mushrooms  obtained) 

Total 


1 

17 

2 

1 

6 

5 

4 

8 

3 

8 

11 

6 

2 

3 

2 

1 

1 

2' 

25 

14 

33 

50 

30 

52 

'out  of  state 


Denver  reported  that  the  patient,  suffering  severe  per- 
sonal, professional,  and  financial  reverses,  had  called  his 
family  in  the  East,  his  speech  slurred  and  almost  incoher- 
ent, to  tell  them  he  had  taken  Amanita  verna,  a deadly 
mushroom  for  whose  poison  there  is  no  antidote,  as  well 
as  sodium  secobarbital,  (Seconal®);  and  alcohol.  The  friend 
was  alerted  by  a call  from  the  family  in  the  East,  and 
reached  the  cabin  within  an  hour,  finding  the  patient 
unresponsive. 

Within  the  hour  he  was  at  the  hospital  where,  despite 
resuscitation  measures,  including  intubation,  respiratory 
''upport,  and  cardiac  pacing,  the  patient  failed  to  respond. 
EEC  showed  deterioration  of  the  wave  pattern  from  alpha 
coma  to  no  response  to  pain  stimulation  during  the  first  four 
or  five  days  of  hospitalization.  Serial  biochemical  surveys 
showed  no  liver  or  renal  damage.  ECG’s  were  normal.  A bar- 
biturate level  of  1.2  mgC  was  still  present  24  hours  after  ad- 
mission, suggesting  an  initial  level  in  the  toxic  range.  During 
the  course  of  illness,  the  patient  was  transferred  to  three 
different  hospitals,  and  one  month  from  day  of  admission  he 
finally  expired. 

The  one  bit  of  missing  information  required  was  the  time 
of  ingestion.  Apparently  the  mushrooms,  sleeping  pills,  and 
alcohol  were  simultaneously  ingested.  Within  an  hour  he 
vomited  and  became  comatose.  At  no  time  were  enzyme 
studies  suggestive  of  liver  or  kidney  damage  typical  of 
Amanita  verna  poisoning,  but  barbiturate  poisoning  was 
suggested  by  the  high  level  of  its  presence.  Toxins  of 
Amanita  verna  or  Destroying  Angel  are  latent  at  least  six 
hours.'  The  patient's  fate  was  clear  within  the  first  two  or 
three  hours.  This  suggests  he  died  from  anoxia,  either  from 
respiratory  arrest,  secondary  to  the  barbiturate — alcohol 
combination  or  from  aspiration  of  his  vomitus.  Amanita 
verna  could  have  contributed  to  death  only  through  caus- 
ing his  strangulation  by  a piece  of  mushroom.  Yet,  be- 
cause of  the  admission  diagnosis  of  mushroom  poisoning 
following  him  through  three  hospitals,  the  death  certifi- 
cate included  mushroom  poisoning  as  a cause  of  the  man’s 
death  and  this  will  be  reported  in  the  literature  as  a case 
of  fatal  mushroom  poisoning.  This  points  up  another  frus- 
trating problem  facing  the  individual  who  attempts  to 
collect  any  statistics  regarding  mushroom  poisoning. 

If  any  mycologist  readers  are  asking  if  A.  verna  fruits  in 
Colorado  in  April,  it  does  not.  The  patient  had  brought  the 
dried  mushrooms  with  him.  This  mushroom  probably  does 
not  occur  in  Colorado  at  all,  though  some  amateurs  claim  to 
have  collected  it  but  their  reports  have  not  been  verified. 
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Although  out  of  state  calls  are  exciting,  infor- 
mative, and  often  rewarding,  most  of  all  they 
demonstrate  that  a coordinated  national  effort 
should  be  designed  and  maintained.  Our  office 
has  been  contacted  by  physicians  from  many 
areas,  including  New  York,  Maryland,  Califor- 
nia, Ohio,  Arkansas,  Michigan.  In  the  manage- 
ment of  one  couple  poisoned  by  Galerina 
mar^inata  in  New  York,  calls  from  New  York  to 
Colorado,  California,  Michigan,  and  Maryland 
were  made  to  identify  the  mushroom,  analyze 
the  toxin,  and  deliver  thioctic  acid  for 
treatment.  There  are  inquiries  about  numerous 
species  of  mushrooms.  Fatal  poisonings  are 
reported  but  cannot  be  scientifically  confirmed. 
A national  clearinghouse  is  desperately  needed 
for  the  accumulation  and  assimilation  of  case 
reports,  and  some  communication  system  is 
necessary  to  enable  poison  centers  to  transmit 
this  information. 

As  of  now,  for  suspected  mushroom  poison- 
ing the  best  we  can  offer  are  the  following 
suggestions.  The  Rocky  Mountain  Poison 
Center,  West  8th  and  Cherokee,  Denver,  Col- 
orado 80204,  (303)  893-7771,  has  sufficient 
funding  to  allocate  a part-time  technician  to 
the  task  of  assembling  and  coding  whatever 
information  is  transmitted  to  the  Center.  Dr. 
Rumack  has  volunteered  the  Center’s  services 


for  collecting  and  recording  reports  of  mush- 
room poisoning,  but  because  the  funding  is 
made  available  primarily  for  the  care  of  pa- 
tients in  this  area,  he  does  not  encourage 
information  or  management  calls  nationally, 
and  obviously  there  will  be  closer  help  avail- 
able in  most  cases.  The  Poison-Fungus  Center, 
USDA  Agricultural  Research  Center,  Belts- 
ville,  Maryland  20705,  now  under  the  direc- 
tion of  Dr.  Dave  Farr,  has  for  the  past  four 
years  agreed  to  act  as  a recipient  of  informa- 
tion on  mushroom  poisoning.  Because  of  vari- 
ous logistical  problems  and  the  lack  of 
adequate  distribution  of  information  to  poison 
centers  to  use  this  facility,  comparatively  few 
reports  have  been  obtained.  Dr.  Joe  Ammirati 
has  now  established  the  North  American 
Poison  Mushroom  Research  Centre,  Erindale 
College,  University  of  Toronto,  Mississauga, 
Ontario  L5L  1C6.  All  he  lacks  is  the  funding 
to  allow  him  to  volunteer  his  center  as  the 
clearinghouse  for  reports  of  mushroom  poison- 
ing in  North  America.  At  present  all  three  of 
these  centers  are  working  in  close  cooperation 
so  that  all  are  available  for  reports  and  are  all 
sharing  their  information.  The  one  problem 
remaining  is  to  get  other  poison  centers  and 
hospital  Emergency  Rooms  plugged  into  the 
program. 
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NOTICE 

Patients  with  chronic  pain  are  sought  to  participate  in  a clinical  trial  of  an  experimental 
analgesic. 

Those  patients  with  chronic,  essentially  incapacitating  pain,  which  has  not  responded 
adequately  to  previous  treatment  are  to  be  treated  with  Nefopam,  which  has  been  shown 
effective  in  controlling  acute  pain.  Nefopam  is  chemically  unrelated  to  other  analgesics.  Unlike 
existing  major  analgesics.  Nefopam  is  not  sedating,  does  not  depress  respiration,  and  to  date  has 
shown  no  evidence  of  addictive  potential.  However,  it  is  nearly  as  effective  as  Morphine. 

Patients  who  would  be  interested  in  receiving  this  medication  are  advised  to  contact  the 
project  coordinator,  Ellen  Brauer,  at  the  University  of  Colorado  Medical(303)  394-7771. 
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what's  your  reading? 


From  Page  316 

Answer: 

This  forbidding-looking  dysrhythmia  is  not 
as  bad  for  the  patient  and  his  physician  as 
might  be  first  thought.  It  is  clear  that  there 
are  two  basic  QRS  configurations,  both  ab- 
normally wide.  Careful  analysis  reveals  small 
pacemaker  spikes  or  artefacts  initiating  beats 
with  a left  bundle  branch  block  configuration 
and  a superior  axis  ( — 60°).  Thus,  a demand 
artificial  pacemaker  (rate  of  72/minute)  is 
producing  part  of  the  electrical  activity.  We 
know  the  pacemaker  has  been  placed  trans- 
venously,  with  the  electrode  in  the  body  of  the 
right  ventricle,  because  right  ventricular  en- 
docardial pacemakers  produce  a left  bundle 
branch-like  QRS  complex,  typically  with  a 
superior  axis.  We  know  it  is  a demand  unit 
because  it  does  not  fire  when  the  preceding 
beat  is  immediately  followed  by  another  QRS. 

The  second  variety  of  QRS  seen  on  the  trac- 
ing has  a right  bundle  branch  block  configura- 
tion with  a vertical  QRS  axis  (+90°);  no 
P-waves  are  seen  before  these  beats.  One  can- 
not say  for  sure  from  this  tracing  if  these  are 
PVC’s  or  represent  the  normal  QRS  activity 
for  this  patient.  If  the  former  is  true,  then  a 
dangerous  ventricular  dysrhythmia  is  present, 
with  couplets  of  ventricular  ectopy.  However, 
when  another  tracing  on  the  same  patient  is 
studied  (Fig.  1-B),  the  situation  becomes  clear: 
the  right  bundle  branch  block  beats  are  in  fact 
the  normal  conducted  QRS  complexes  for  this 
patient,  as  we  can  see  large  and  notched 
P-waves  preceding  beats  at  the  identical  QRS 
configuration.  Here,  the  right  bundle  branch 
block  pattern  is  associated  with  an  atrial  ab- 
normality, long  PR  interval  (0.24  sec.),  as  well 
as  a probable  old  high  anterolateral  myocar- 
dial infarction,  (large  Q- waves  in  1 and  AVL). 
The  demand  pacemaker  is  working  well,  pro- 
ducing a beat  with  left  bundle  branch  block 
configuration  after  a requisite  delay.  Thus,  a 
variant  of  alternating  bundle  branch  block  is 
seen;  the  pacemaker  produces  the  left  bundle 
branch  block  beats  and  the  patient’s  underly- 
ing conduction  defect  results  in  a right  bundle 
branch  block  pattern. 


Fig.  1-B 

Treatment?  Once  the  problem  is  accurately 
identified,  the  need  for  treatment  does  not 
appear  to  be  great.  The  first  tracing  repre- 
sents couplets  of  supraventricular  beats  fol- 
lowing a paced  beat,  probably  atrial  or  junc- 
tional prematures.  This  arrh5dhmia  may  not 
require  intervention,  if  the  patient  feels  well. 
If,  however,  he  is  having  disturbing  palpita- 
tions, or  hemodynamic  problems,  digitalis  or 
quinidine  would  be  the  drugs  of  choice,  assum- 
ing neither  is  already  being  given.  This  pa- 
tient obviously  has  a severely  damaged  heart. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  tit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Famous  Fighters 


NEOSPORIN®  Ointmcat 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  ■ 0 units;  neomycin  sulfate  5 mg  (equivaient  to  3.5  mg  neomycin  base); 
special  wh'  . petroiatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Rrophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  it  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept,  PML. 
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A summary  of  AMA,  medical  Si  health  news 

American  Medical  Association  / 535  North  Dearborn  Street : Chicago,  Illinois  60610  / Phone  (312)  751 -6000 /TWX  910-221-0300 


The  AMA  stressed  the  importance  of  local  de- 
termination in  its  comments  on  a list  of  criteria 
for  elective  surgery  under  Medicare  and  Medi- 
caid prepared  by  the  House  Subcommittee  on 
Oversight  and  Investigations.  In  a letter  to  the 
subcommittee  chairman,  the  AMA  said  it  sup- 
ported elimination  of  unnecessary  services  from 
Medicare  and  Medicaid  and  pointed  out  that  the 
PSRO  program  was  established  to  review  the 
necessity  and  quality  of  services.  It  also  noted 
that  the  cooperative  efforts  of  the  AMA,  HEW 
and  38  national  specialty  societies  already  has 
resulted  in  the  publication  of  Sample  Criteria 
for  Short-Stay  Hospital  Review.  “We  see  no  rea- 
son to  develop  additional  criteria,"  the  AMA  said. 


Nine  banks  are  currently  participating  in  the 
AMA  Education  and  Research  Foundation's  guar- 
anteed loan  program  offering  financial  assistance 
to  medical  students.  The  banks  include  Union  Na- 
tional Bank,  Little  Rock,  Ark.,  which  recently 
joined  the  guaranteed  loan  program;  Continental 
Illinois  National  Bank;  Valley  National  Bank, 
Phoenix,  Ariz.;  Bank  of  America,  Los  Angeles; 
Riggs  National  Bank,  Washington,  D.C.;  National 
Bank  of  Detroit;  Deposit  Guaranty  National  Bank, 
Jackson,  Miss.,  City  National  Bank  & Trust  Co., 
Columbus,  Ohio;  and  Rainier  National  Bank, 
Seattle.  The  AMA-ERF  guaranteed  loan  program 
began  in  1962. 


Part  of  the  increase  in  physicians'  fees  is  the 
result  of  the  rising  cost  of  professional  liability 
insurance.  In  1975,  according  to  an  AMA  survey 
and  data  obtained  from  federal  agencies,  patients 
paid  an  estimated  $1.24  for  malpractice  insur- 
ance—about  8.1%  of  the  total  cost  of  the  visit- 
each  time  they  saw  a doctor.  In  1973  patients 
paid  only  30C  per  visit  for  malpractice  insur- 
ance, or  about  2.4%  of  the  full  amount  of  the 
visit.  Physicians  paid  an  average  of  $1,905  for 
malpractice  insurance  in  1973.  The  average  pay- 
ment per  physician  in  1975  was  $7,887.  Physi- 
cians' business  expenses  (including  malpractice 
insurance)  have  been  rising  faster  than  increases 
in  fees.  From  1966-74,  business  costs  per  pa- 
tient rose  8.3%  per  year,  while  fees,  according 
to  the  Consumer  Price  Index,  went  up  at  an  aver- 
age annual  rate  of  6.2%. 


Highfights  of  1976  programs  are  included  in  a 
special  report,  “What  the  AMA  Dues  Dollar 
Does,"  a 16-page  insert  in  the  Dec.  13  issue  of 
American  Medical  News.  The  report,  complete 
with  percentage  and  dollar  amounts,  breaks  down 
the  1976  budget  into  six  major  areas  of  activity: 
Disseminating  Scientific  information,  Represent- 
ing the  Profession.  Serving  the  Public,  Assisting 
the  Physician  and  his  Practice,  Upgrading  Care 
through  Educational  Standards,  and  Strengthening 
Organized  Medicine. 


New  to  the  AMA’s  National  Leadership  Confer- 
ence programming  will  be  four  optional  seminars 
on  Jan.  20,  supplementing  the  regularly  planned 
program  beginning  Jan.  21.  Each  seminar  will 
have  a separate  fee  and  limited  registration. 
Seminars  include  “Improving  Practice  Produc- 
tivity." "Mastering  Spokesmanship  Principles,” 
"Honing  Your  Political  Skills,"  and  Mr.  Chair- 
man: How  to  Run  and  Control  Your  Meeting.” 
The  Conference  will  run  through  Jan.  23  at  the 
O'Hare  Marriott  Motor  Hotel,  Chicago. 


A Program  on  Hospital  Accreditation  Stan- 
dards has  been  developed  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  The  program 
will  be  held  throughout  the  country  and  is  designed 
for  hospital  administrators,  trustees,  medical 
staff  leadership,  nursing  administrators  and  med- 
ical records  administrators.  For  information, 
write  JCAH,  875  N.  Michigan  Ave.,  Chicago,  ill. 
6061 1 . 


Available  from  AMA:  Health  Care  Delivery  in 
Rural  Areas,  OP  465,  an  overview  of  rural  health 
problems  and  strategies  for  delivery  of  health 
services.  The  cost  is  $1.50  each  for  1-99  copies 
and  $1.00  each  for  100  or  more. . .Guide  for  Hos- 
pital Committees  on  Transfusions,  OP  87,  for  the 
hospital  transfusion  committee.  Cost  of  pamphlet 
is  40$  each  for  1-99  copies  and  30$  each  for 
100  or  more... The  French  Health  Care  System, 
OP  460,  $3.50,  and  The  British  Health  Care  Sys- 
tem, OP  461,  $7.50,  offer  in-depth  studies  of  the 
health  care  systems  of  both  nations.  May  be  pur- 
chased as  a set  for  $10.00,  Write  Order  Dept., 
AMA  Headquarters. 
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Trauma  Officers  Named 

John  A.  Boswich,  Jr.,  MD,  professor  of  Surgery  at 
the  University  of  Colorado  Medical  Center,  as  well 
as  Chairman,  Hand  Surgical  Service  at  UCMC,  was 
elected  to  serve  as  Secretary  for  The  American 
Association  for  the  Surgery  of  Trauma  during 
1976--77  at  the  recent  annual  meeting  of  the  organi- 
zation at  Colorado  Springs. 


Post  Writer  Honored 

Herb  Stoenner,  Denver  Post  writer,  was  awarded 
an  honorable  mention  by  the  American  Academy  of 
Pediatrics  in  its  1976  Journalism  Awards  Program. 
Stoenner’s  article  was  on  "Teen-Age  Pregnancies.” 


Grant  for  Study  of  SIDS 

A program  for  providing  SIDS-affected  families 
throughout  Colorado  with  information  and  counsel- 
ing will  start  in  January,  its  existence  made  possi- 
ble by  a $61,000  grant  from  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  Children’s  Hos- 
pital and  the  Colorado  Department  of  Health. 

SIDS  or  Sudden  Infant  Death  Syndrome  is  the 
technical  term  which  applies  to  what  has  been 
called  "crib  death,”  instances  in  which  about  100 
infants  annually  in  Colorado  are  mysteriously  snuf- 
fed out. 


Plastic  Surgeon  at  University  of  Denver 

R.C.A.  Weatherley-White,  former  associate  clini- 
cal professor  of  surgery  at  the  University  of  Col- 
orado Medical  Center  since  1966,  has  been  named 
adjunct  professor  in  the  University  of  Denver  De- 
partment of  Speech  Pathology  and  Audiology. 

Dr.  Weatherley-White  received  his  MA  at  Cam- 
bridge University  in  1953,  and  in  1958  received  his 
MD  from  Harvard  University. 


MEDICAL 

SCHOOL  MOTES 

University  of  Colorado  Medical  Center 

Rural  Health  Program  Pushed 

Made  possible  by  a $109,207  grant  from  the  U.S. 
Public  Health  Service,  the  Mountain  Plains  Out- 
reach Program,  which  Dr.  Stephen  Barnett,  assis- 
tant professor  of  health  administration  at  the 


UCMC,  serves  as  program  co-director,  seeks  to  pro- 
vide health  care  in  rural  northeastern  Colorado. 

The  UCMC  Departments  of  Preventive  Medicine 
and  Family  Medicine  will  establish  an  office  of 
rural  and  urban  resources  and  provide  support  ser- 
vices. The  Colorado  State  University  Extension 
Service  will  carry  out  a health  education  program, 
and  the  resources  of  General  Rose  Memorial  Hospi- 
tal and  the  Rural  Health  Care  Association  are  also 
to  be  utilized.  Facilities  are  to  be  supplied  by  the 
local  community. 

The  PHS  grant  supplements  funds  initially  pro- 
vided in  July  1975  by  the  Colorado  legislature  to 
set  up  a rural  community  health  program  in  north- 
eastern Colorado. 

Kozloff  Named  Associate  Dean 

Lloyd  Kozloff,  PhD,  professor  of  microbiology,  has 
been  named  associated  dean  for  faculty  affairs  at 
the  UCMC.  Dr.  Kozloff  received  his  PhD  in 
biochemistry  from  the  University  of  Chicago,  and 
served  there  as  a research  associate  in  that  field, 
and  eventually  became  a professor  of  biochemistry. 
He  came  to  UCMC  in  1964  as  professor  of  micro- 
biology, and  headed  that  department  at  the  UCMC 
from  1966  until  1976. 

Weston  Heads  Dermatology 

William  Weston,  MD,  has  been  named  to  chair 
the  Department  of  Dermatology  at  the  UCMC.  Dr. 
Weston  interned  at  the  UCMC,  and  did  his  resi- 
dency there  and  at  the  University  of  California, 
San  Francisco.  He  returned  to  UCMC  in  1970,  first 
as  instructor  in  both  the  Child  Health  Associate 
and  Nurse  Practitioner  programs.  He  is  an  as- 
sociate professor  of  dermatology  and  pediatrics. 

Makowski  Succeeds  Taylor 

E.  Stewart  Taylor,  MD,  who  retired  in  September 
after  nearly  30  years  as  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  UCMC, 
has  been  succeeded  by  Edgard  Makowski,  MD. 

Dr.  Makowski  received  his  MD  degree  from  Mar- 
quette University,  and  interned  at  the  Evangelical 
Deaconess  Hospital,  Milwaukee,  and  his  fellowship 
in  Obstetrics-gynecology  at  the  University  of  Min- 
nesota at  Minneapolis.  He  came  to  the  UCMC  in 
1966  from  the  the  University  of  Minnesota  where 
he  had  been  an  instructor,  assistant  professor,  and 
associate  professor. 

In  1975  he  was  named  co-director  of  the  UCMC 
Division  of  Perinatal  Medicine 


Family  Medicine  Center  Dedicated 

The  A.F.  Williams  Family  Medicine  Center, 
which  houses  the  UCMC  Department  of  Family 
Medicine  and  a modern  clinical  health  care  center, 
was  dedicated  early  in  December.  The  Center 
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opened  in  September  at  1180  Clermont  Street, 
where  20  residents  are  being  trained  for  the  De- 
partment of  Family  Medicine. 

The  structure  is  the  former  Mount  Airy  Hospital 
Annex,  purchased  at  a cost  of  $275,000  and  remod- 
eled as  an  out-patient  facility. 

Dr.  A.F.  Williams  was  an  early  general  prac- 
titioner in  Fort  Morgan,  and  upon  his  death  the 
Williams  Family  Foundation  was  established  in  his 
honor  to  promote  education  for  health  care  careers. 

Annual  UCMC  Perinatal  Awards  Presented 

Thomas  Foley,  MD,  assistant  clinical  professor  of 
obstetrics-gynecology  at  the  UCMC,  and  Wallace 
White,  MD,  assistant  clinical  professor  of  pediat- 
rics, received  the  annual  perinatal  medicine  awards 
from  the  chairmen  of  the  CU  Departments  of 
Pediatrics  and  Obstetrics  and  Gynecology,  respec- 
tively, Drs.  Battaglia  and  Makowski. 

University  of  New  Mexico  Medical  School 

March  of  Dimes  Award 

Andrew  P.  Evan,  PhD,  assistant  professor  at  the 
University  of  New  Mexico  Medical  Center,  received 
a $39,000  March  of  Dimes-Basil  O’Connor  Research 
Award  for  continuation  of  his  research  on  cystic 
kidney  disease. 


Neurology  Library  at  UNM  Dedicated 
The  M.Z.  Holland  Memorial  Library  in  the  De- 
partment of  Neurology  at  the  University  of  New 
Mexico  Medical  Center  was  recently  dedicated.  The 
library  was  presented  by  Dr.  Jerome  V.  Holland, 
Albuquerque  physician,  in  memory  of  his  father,  a 
medically  interested  Chicago  businessman. 

Cancer  Study  Financed 

Ralph  C.  Williams,  Jr.,  MD,  chairman  of  the 
Department  of  Medicine  at  the  University  of  New 
Mexico  Medical  Center,  received  a two-year 
$186,374  grant  from  the  New  Mexico  division  of  the 
American  Cancer  Society  for  research  into  types  of 
"immune  defense  cells” 


FASHION 

CENTER 

Dreamed  of  owning  & operating  your  very  own 
ladies  boutique?  Our  program  includes  fixtures, 
training,  grand  opening,  continuing  assistance  & 
beginning  inventory.  NO  EXPERIENCE  NECES- 
SARY. All  this  for  as  little  as  $12,500.  Call 
SOUTHERN  BELLE  FASHIONS  TODAY  TOLL  FREE 
1 -800-874-4780  ext.  320. 


Advanced  Management  Systems,  Inc. 
and 

Olivetti  Corp. 

the  medical  accounting  problem  solvers! 

(all  over  the  Rocky  Mountain  region) 
with 

MEDIC  and  MEDISAVE 

Medic:  a complete  in  house  accounting  system 
for  the  medium  sized  practice  which  provides: 
automatic  trial  balance 

automatic  accounts  receivable  and  financial  recap 
automatic  preparation  of  seven  different  insurance  forms 
Medisave,  the  low  cost  solution,  which  provides: 

low  cost-statements  and  insurance  form  preparation,  19c  each 
complete  in  house  visual  record  on  your  ledger  card 
proven  installed  service  system 

The  above  benefits  are  only  a partial  listing. 


for  further  information  call:  Dick  Kessler  or  Dave  Beckers 

Olivetti  Corp.  Advanced  Management  Systems 

(303)  399-0954  (303)  758-1223 
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New  books  received  are  acknowledged  in  this  sec- 
tion and  such  acknowledgment  must  be  regarded  as 
sufficient  return  for  the  courtesy  of  the  sender.  Selec- 
tion will  be  made  for  review  in  the  interests  of  our 
readers  and  as  space  permits.  Books  are  listed  with 
advance  data  supplied  by  publishers.  Prices  quoted 
are  not  guaranteed.  For  further  information,  address 
queries  to  the  publishers.  Books  here  listed  are 
available  for  lending  from  the  Denver  Medical 
Society  Library. 


The  Denver  Medical  Society  Library  wishes  to 
remind  the  physicians  that  the  librarians  are  willing 
to  provide  editorial  assistance,  bibliography  check- 
ing service  and  selected  style  manuals  for  anyone 
engaged  in  scientific  writing. 

Appreciation  is  expressed  by  the  Library  to  the 
American  Cancer  Society,  Colorado  Division  for  its 
contribution  again  this  year  which  will  make  possi- 
ble the  purchase  of  books  and  journals  related  to 
oncology. 


Recent  Acquisitions 


Medical  Parasitology:  J.  Walter  Beck.  2nd  ed.  St.  Louis, 
Mosby,  1976.  244  p.  $14.95. 

Microvascular  Injury:  Terence  J.  Ryan.  Philadelphia, 
Saunders,  1976,  418  p.  (Major  problems  in  dermatology,  v. 
7). 

The  Obese  Patient:  George  A.  Bray.  Philadelphia,  Saun- 
ders, 1976.  450  p.  (Major  problems  in  internal  medicine,  v. 
9). 

Operative  Surgery:  Fundamental  International 
Techniques  - Ear:  John  Ballantyne.  3rd  ed.  Boston, 
Butterworths,  1976.  197  p.  $31.50. 

Pediatric  Nephrology:  M.I.  Rubin  and  T.  Martin  Bar- 
ratt.  Baltimore,  Williams  & Wilkins,  1975.  927  p.  $50.00. 
Postgastrectomy  Syndromes:  Frederic  L.  Bushkin. 
Philadelphia,  Saunders,  1976.  167  p.  (Major  problems  in 
clinical  surgery,  v.  20). 

The  Principles  and  Practice  of  Medicine:  A.  M.  Har- 
vey and  others,  ed.  19th  ed.  N.Y.,  Appleton-Century- 
Crofts,  1976.  1892  p.  $33.50. 

Recent  Advances  in  Plastic  Surgery:  James  Calnan, 
ed.  New  York,  Churchill  Livingstone,  1976.  210  p. 
Sounds  of  the  Diseased  Heart:  Aldo  A.  Luisada.  St. 
Louis,  Mo.,  Warren  H.  Green,  1973.  391  p.  $10.00. 
Stroke:  Diagnosis  and  Management:  William  S.  Fields 
and  John  Moossy,  ed.  St.  Louis,  Green,  1973.  298  p.  $9.00. 
Surgical  Disease  in  Pregnancy:  Hugh  R.  Barber. 
Philadelphia,  Saunders,  1976.  763  p.  $31.50. 

Thoracic  and  Cardiovascular  Surgery  with  Related 
Pathology:  William  W.  L.  Glenn.  3rd  ed.  N.Y., 
Appleton-Century-Crofts,  1975.  1345  p.  $55.00. 

The  Treatment  of  Burns:  William  W.  Monafo.  St.  Louis, 
Mo.,  Warren  H.  Green,  1971.  267  p.  $10.00. 

William’s  Obstetrics:  Jack  A.  Pritchard  and  Paul  C. 
MacDonald.  15th  ed.  N.Y.,  Appleton-Century-Crofts, 
1976.  1003  p.  $30.00. 


Allergy  and  Clinical  Immunology:  Leo  H.  Criep.  N.Y., 
Grune  & Stratton,  1976.  639  p.  $45.00. 

Bronchial  Asthma:  Earle  B.  Weiss  and  Maurice  S.  Segal, 
ed.  Boston,  Little,  Brown  & Co.,  1976.  1168  p.  $49.50. 
Clinical  Management  of  Sexual  Disorders:  Jon  K. 
Meyer,  ed.  Baltimore,  Williams  & Wilkins,  1976.  284  p. 
$14.95. 

Complications  of  Urologic  Surgery:  Robert  B.  Smith 
and  Donald  G.  Skinner,  ed.  Philadelphia,  Saunders,  1976. 
520  p.  $22.00. 

Current  Controversies  in  Neurosurgery:  T.P.  Morley, 
ed.  Philadelphia,  Saunders,  1976.  853  p.  $37.50. 
Disorders  of  Hemostasis:  Philip  D.  Zieve.  Philadelphia, 
Saunders,  1976.  97  p.  (Major  problems  in  internal 
medicine,  v.lO). 

Elements  of  Medical  Genetics:  Alan  E.  Emery.  4th  ed. 
Los  Angeles,  U.  of  Calif.  Press,  1976.  245  p.  $4.95. 
Fundamental  Techniques  of  Plastic  Surgery:  Ian  A. 
McGregor.  6th  ed.  New  York,  Churchill  Livingstone, 
1975.  313  p.  $20.00. 

Genetics  and  the  Law:  A.  Milunsky  and  G.J.  Annas,  ed. 
New  York,  Plenum,  1975.  532  p.  $22.50. 

The  Mask  of  Sanity:  Hervey  M.  Cleckley.  5th  ed.  St. 
Louis,  Mosby,  1976.  471  p.  $14.95. 

Medical  Management  of  the  Surgical  Patient:  F.  G. 
Smiddy.  Chicago,  Year  Book,  1976.  280  p.  $14.95. 
Medical  Nemesis:  Ivan  Illich.  New  York,  Pantheon 
Books,  1976.  294  p.  $8.95. 


Book  Review 

Clinical  Ecology:  Edited  by  Lawrence  D.  Dickey, 
Charles  C.  Thomas,  Publisher  Springfield,  Illinois, 
1976,  807  p.,  $35.75. 

This  large  volume  edited  by  Dr.  Lawrence  D. 
Dickey  of  Fort  Collins,  has  contributions  from  44 
physicians  as  well  as  from  members  of  other  disci- 
plines. Dr.  Dickey  undertook  the  task  of  editing 
this  book  in  1973  while  serving  as  President  of  the 
Society  for  Clinical  Ecology,  a group  of  some  200 
professionals  and  non-professionals. 

Clincial  Ecology  is  a new  approach  in  medicine, 
relating  man’s  adaptation  to  his  total  environment, 
to  the  air  he  breathes,  the  food  he  eats,  the  clothing 
he  wears,  and  the  places  he  lives,  works  and  plays. 
The  greatest  portion  of  the  book  has  been  written 
by  Dr.  Theron  Randolph  of  Chicago,  a pioneer  in 
the  field  of  clinical  ecology.  It  is  a veritable  mine  of 
information  on  everything  from  problems  in  trans- 
portation, the  difficulties  and  solutions  in  building 
a house  for  the  highly  allergic  person  to  intimate 
details  about  food  problems  and  alcoholic  bever- 
ages. 

To  understand  the  true  impact  of  this  pioneer 
work,  one  must  also  understand  some  of  the 
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background  of  the  controversy  in  the  allergy  field. 
In  1949,  H.J.  Rinkel  published  a paper  on  the 
healing  response  of  the  skin  to  serial  dilution  test- 
ing. With  the  publication  of  his  book  "Food  Allergy” 
in  1951  with  Randolph  and  Zeller,  a gauntlet  was 
thrown  into  the  camp  of  the  "establishment”  aller- 
gists. The  majority  of  the  members  of  both  local  and 
national  allergy  organizations  refused  to  accept  this 
work  and  named  the  followers  of  these  methods 
"Rinkelites.”  The  term  was  by  no  means  ever 
meant  to  be  complimentary  but  rather  one  of  op- 
probium  spoken  with  disdain.  It  is  interesting  that 
the  field  of  otolaryngology,  with  a deep  interest  in 
upper  respiratory  allergies,  adopted  many  of  these 
techniques  and  apparently  with  some  benefit. 

It  may  be  stated  that  the  field  of  clinical  ecology 
grew  out  of  this  conflict.  This  is  a dedicated  group 
of  men  and  women  denied  the  privilege  of  publish- 
ing in  established  allergy  journals.  Their  work  in 
food  allergies  as  applied  to  behavioral  problems, 
work  with  drug  reactions  and  food  additives  and 
dyes  have  been  demonstrated  to  be  of  great  value. 
The  descriptions  of  their  environmentally  control- 
led units  within  hospitals  where  problem  allergy 
patients  can  be  studied  are  brilliantly  outlined. 

The  book  is  unevenly  written  as  is  to  be  expected 
with  so  many  contributors  but  there  are  more  good 
chapters  with  almost  inspired  writing  than  bad. 
Like  all  new  endeavors,  there  is  a "lunatic  fringe” 
and  some  claims  made  of  clinical  successes  with 
frequently  less  than  scientific  proof,  raises  many 
questions.  It  probably  causes  embarassment  to 
those  at  the  heart  of  the  group  who  wish  less 
devoted  followers. 

Reading  this  book,  one  is  struck  with  the  feeling 
that  this  is  either  a hodge-podge  of  quack  doctrines 
or  a new  inspired  approach  to  the  field  of  allergic 
disorders.  Since  there  is  still  so  much  to  be  done  in 
the  field  of  allergic  problems,  it  is  hoped  that  some 
one  of  the  powerful  agencies  such  as  the  NIH  will 
itself  conduct  studies  that  will  either  lay  this  ghost 
for  all  time  or  hoist  its  banner. 


Allan  Hurst,  M.D. 

Denver 


ATTENTION  DOCTORS! 

The  knowledge  and  expertise  of  your  professional  nurs- 
ing staff  enhances  your  practice.  The  Colorado  Nurses’ 
Association  is  soliciting  donations  to  be  used  for  their 
continuing  education  symposium  for  nurses, 
Chautauqua  ’77,  to  be  held  in  Vail,  Colorado,  August  6 
- 13,  1977.  The  Chautauqua  ’76  was  highly  acclaimed 
and  all  seminars  were  approved  for  Continuing  Educa- 
tion contact  hours.  Please  support  your  professional 
health  associates  with  your  tax-deductible  donation  to 
Chautauqua  ’77. 

For  further  information; 

Colorado  Nurses’  Association 
5453  E.  Evans  Place 
Denver,  Colorado  80222 
303-757-7483 


Live  a little  history 
while  you 
learn  a lot  of 
new  medicine 


yitmrimn 

‘]^dkd/ls5ociatumk 

Cmventim 

'Dcccmba  ~4-7, 19^6 


Philadelphia 


CME  tailored  to  your  needs 

The  primary  purpose  of  the  Clinical 
program  is  to  provide  you  with  a 
broad-based  multidisciplinary  learn- 
ing experience  not  usually  available 
at  your  specialty  society  meetings. 

The  scientific  program  features  an 
exceptionally  large  and  broad  selec- 
tion of  Category  1 courses  which  pro- 
vide credits  toward  the  AMA  Physi- 
cian's Recognition  Award.  In  fact,  the 
scientific  program  is  the  largest  ever 
offered  at  an  AMA  Clinical  Conven- 
tion. 

In  Category  1,  you  can  choose  from 
46  postgraduate  courses,  9 general 
sessions,  telecourses,  living  teaching 
demonstrations,  and  conducted  ex- 
hibit rounds.  In  addition.  Category  2 
credits  can  be  obtained  by  attending 
luncheon  and  “Meet  the  Professor” 
sessions. 


Send  for  the  Philadelphia  Clinical 
CME  Brochure  today!  It  provides  a 
complete  list  and  description  of  the 
courses  offered.  Send  in  the  coupon 
below  today. 


Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  III.  60610 

Please  send  me  the  Philadelphia 
Clinical  CME  brochure. 

Name 

Address 

City 

State/Zip 
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A study  conducted  among  elderly  patients 
in  England  showed  that  41  % were  deficient 
in  ascorbic  acid  on  admission  to  the  hospital 
Even  among  those  living  at  home  and  well, 
or  not  sufficiently  ill  for  admission,  27%  were 
deficient  in  ascorbic  acid^ 

Griffiths,  L,L.,  Brocklehurst,  J.C.,  MacLean,  R,  et  al 
Diet  in  Old  Age.  Brit.  Med  J.,  1:739,  1966. 


'^’AlUEEwMiC  Scrapbook 
of  Vitamin  Facts  & Faiiacies 


Quick  freezing  of  vegetables 
IS  accompanied  by  very 
little  ascorbic  acid  loss. 

But  blanching,  washing,  and 
prolonged  standing  at  room 
temperatures  results  in 
considerable  reduction  in 
Vitamin  C content. 


At  least  1 44  different 
quality  assurance  tests 
are  run  on  the  raw 
materials  and  manufactur- 
ing steps  that  go  into 
Allbee®with  C.  The  Mono- 
gram "AHR " on  every 
capsule  is  your  assurance 
that  this  is  the  original  and 
genuine  Allbee®  with  C 
and  notan  imitation. 


In  World  War  I a unit  of  1 00  beds  per  division 
in  the  Russian  army  was  set  aside  for 
scurvy  patients.  Yet,  only  20  cases  of  scurvy 
were  reported  among  all  American 
troops  in  1917-18. 


Available  on  your 
prescription  or 
recommendation 

AUlEE'iMiC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Each  capsule  contains  ^ "iS 

Thiamine  mononitrate  (B.)  15  mg  1500' 
Ribotiav.n  (Bi)  10  mg  834' 

Pyridoime  hydroehlonOe  (B.)5  mg  * 
Niacinamide  50  mg  5005 

Calcium  pantothenate  10  mg  *’ 
Ascorbic  a ■ ' — 


n C)  300  mg  10005 


30  CAPSULES 
/1-H-[^OBINS 


each 
Donnatal 
No.  2 Tablet 


(/2gr)32.4  mg 

0.1037  mg 
0.0194  mg 
0.0065  mg 


DMinatal! 


Brief  summary.  Contraindicated  in  patients  with  glaucoma,  renal  or  hepatic  disease, 
obstructive  uropathy  (tor  example,  bladder  neck  obstruction  due  to  prostatic  hyper- 
trophy) or  a hypersensitivity  to  any  of  the  ingredients.  Blurred  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  rfryness  of  the  skin  may  occur  at  higher  dosage 
levels,  rarely  at  the  usual  dosage.. 

A H Robins  Company.  Richmond,  Virginia  23220 


PhenoDarbital  (%gr)16.2mg 
(warning;  may  be  habit  forming) 
Hyoscyamine  suifate  o.  1037  mg 

Atropine  Siifate  0.0194  mg 

Hyoscine  hydrobromide  0.0065  mg 


each  tablet, 
capsule  or  5 ml 
tsp  of  elixir 
(23%  alcohol) 


Indications;  Based  on  a review  of  this  drug  by  the  IMAS/NRC  and/or  other 
infortnation,  FDA  has  classified  the  following  indications  as  possibly  effec- 
tive; adjunctive  therapy  in  the  treatment  of  peptic  ulcer;  the  treatment  ot  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis.  Final  classification  of  the  iess-than-effective  indications 
requires  further  investigation. 


VAIL  MIDWINTER  CANCER  SEMINAR 

Sponsored  by  the  Colorado  Division  of  the  American  Cancer  Society 

4 4 

January  26-28,  1977 
Vail  Village  Inn,  Vail,  Colorado 

NEW  INFORMATION  ON  CANCERS  OF  THE  GENITOURINARY  TRACT 


Registration:  2:30  - 4:00  pm 

Wednesday,  Jan.  26 


Wine  reception  Wednesday  6:45-7:45  pm. 
Mountain  lunch  Thursday,  12:00  noon, 
both  courtesy  of  Vail  Village  Inn 


Wednesday,  January  26 

Afternoon  Session:  4:30  pm  - 6:30  pm 
Topic:  Urothelial  Tumors 

Presentations  by:  Myron  Tannenbaum,  MD;  Ruben  Cittes,  MD; 

Harry  Grabstald,  MD;  Derek  Stables,  MD. 

Thursday,  January  27 

Morning  Session:  7:30  am  - 9:30  am 
Topic:  Testis  Tumors 

Presentations  by:  Myron  Tannenbaum,  MD;  David  Cox,  MD; 

Ruben  Cittes,  MD;  Harry  Crabstald,  MD. 
Afternoon  Session:  4:30  pm  - 6:30  pm 
Topic:  Bladder  Tumors 

Presentations  by:  Ruben  Cittes,  MD;  Myron  Tannenbaum,  MD; 
Malcolm  Bagshaw,  MD. 


Friday,  January  28 

Morning  Session:  7:30  am  - 9:30  am 
Topic:  Prostatic  Tumors 

Presentations  by:  Ronald  Pfister,  MD;  Richard  Augspurger,  MD; 

Robert  Donohue,  MD;  Myron  Tannenbaum,  MD; 

Malcolm  Bagshaw,  MD. 

Afternoon  Session:  4:30  pm  - 6:30  pm 
Topic:  Prostatic  Tumors 

Presentations  by:  Ruben  Cittes,  MD;  Harry  Crabstald,  MD. 

Concluding  with  Study  of  Seminar  and  Comprehensive  Test 

Cuest  Faculty  Includes 

Malcolm  Bagshaw,  MD,  Chairman,  Department  of  Radiology,  Stanford 
University  School  of  Medicine,  Stanford,  California 

Ruben  Cittes,  MD,  Chairman,  Department  of  Urology,  Peter  Bent  Brigham 
Hospital,  Boston,  Massachusetts 

Harry  Crabstald,  MD,  Associate  Attending,  Division  of  Urology, 

Memorial  Sloan-Kettering  Cancer  Center,  New  York,  New  York 

Colorado  physicians  will  complete  the  faculty 
AAFP  CREDIT  AND  PHYSICIAN'S  RECOGNITION  AWARD 

For  further  information:  Call  or  write  American  Cancer  Society, 

1809  East  18th  Avenue,  Denver,  Colorado:  (303)  321-2464. 
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American  College  of  Cardiology 


MEETINGS 


The  Children’s  Hospital 

LEGISLATIVE  ISSUES  IN 
MATERNAL/CHILD  HEALTH 


RESULTS  AND  EVALUATION  OF  NEW 
METHODOLOGY  IN  CARDIOLOGY 


Snowmass-at-Aspen,  Aspen,  Colorado 


January  10-14,  1977 


Contact:  Santa  Barbara  Heart  and  Lung  Insti- 
tute, Santa  Barbara,  California 


Tammen  Auditorium,  The  Children’s 
Hospital,  Denver 

December  10,  1976—8  a.m.  to  4 p.m. 

Contact:  Mary  Ann  Van  Gorp,  The  Children’s 
Hospital,  1056  East  19th  Avenue,  Denver,  Colorado 
80218. 


American  College  of  Surgeons 

THE  MANAGEMENT  OF  PATIENTS  WITH 
THERMAL  INJURIES 

Marriott  Hotel,  Denver,  Colorado 

December  16-18,  1976 

Contact:  John  A Boswick,  Jr.,  MD,  University  of 
Colorado  Medical  Center,  4200  East  9th  Avenue, 
Denver,  Colorado  80262 


Armour  Pharmaceutical  Company  - Creighton 
University 

METABOLIC  DISEASES  OF  BONE:  RECENT 
DEVELOPMENTS 

Condesa  del  Mar  Hotel,  Acapulco,  Mexico 
January  5-11,  1977 

Contact:  Arcan  Associates,  132  Old  Post  Road, 
Southport,  Connecticut  06490. 


American  Association  for  the  Study  of 
Headache  - University  of  New  Mexico 
School  of  Medicine 

SECOND  ANNUAL  COURSE  IN 
PATHOGENISIS  AND  TREATMENT 
OF  HEADACHE 

Hotel  del  Coronado,  San  Diego,  California 
January  7-9,  1977 

Contact:  Headache  Course,  Department  of 
Neurology.  UNM  School  of  Medicine,  Albuquerque, 
New  Mexico  87131 


U.S.  Virgin  Islands  Medical  Society- 
University  of  Pennsylvania  School  of  Medicine 
Faculty 

SECOND  MID-WINTER  VIRGIN  ISLANDS 
CLINICAL  CONFERENCE 

Buccaneer  Hotel,  St.  Croix  by  the  Sea  Hotel,  St. 
Croix,  V.I. 

January  13-15,  1977 

Contact:  James  S.  Glenn,  MD,  U.S.  Virgin  Is- 
lands Medical  Society,  P.O.  Box  520,  Christiansed, 
St.  Croix,  U.S.  Virgin  Islands  00820 


AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF  HEADACHE  AND 
NATIONAL  MIGRAINE  FOUNDATION; 

DEPARTMENT  OF  NEUROLOGY 
UNIVERSITY  OF  NEW  MEXICO 
SCHOOL  OF  MEDICINE; 

SCRIPPS  CLINIC  AND  RESEARCH  FOUNDATION. 

CONTINUING  EDUCATION 
IN  PATHOGENESIS  AND 
TREATMENT  OF 


I Headache 
( ' 


IN  ADULTS  AND  CHILDREN 

JANUARY  7,  8,  9,  1977 
SAN  DIEGO,  CALIFORNIA 

COURSE  DIRECTORS  Otto Appenzeller  M.O.,  Ph.D.,  Editor,  HEADACHE; 
Donald  J.  Dalessio,  M,  D. , Immediate  Past  President,  Am.  Assn,  for  the 
Study  of  Headache 

FACULTY:  Otto  Appenzeller,  Ruth  Atkinson.  Thomas  Carlow,  A.  Earl  Walker 
all  Albuquerque:  Donald  Dalessio,  Edward  Mohns.  Richard  Sternbach.  Don- 
ald Stevenson.  all  La  Jolla:  Charles  Adler.  Denver;  Seymour  Diamond, 
Chicago:  Arnold  Friedman,  Tucson;  John  Graham,  Boston;  Lee  Kudrow, 
Encino:  Robert  Kunkel.  Cleveland;  Ninan  Mathew.  Houston;  Neil  Raskin, 

San  Francisco:  Robert  Ryan,  Jr, , Rochester;  Robert  Ryan,  Sr. , St.  LouiS; 
Dewey  Ziegler.  Kansas  City. 

-20  LECTURES;  3 CASE  PRESENTATIONS;  I EVENING  PANEL;  2 DEMONSTRA- 
TIONS: afternoons  tree. 

-FEE  $225  ($125  for  Interns,  Residents  and  Fellows  with  letter  from  program 
director)  must  accompany  registration.  Cancellation  charge  $45  before  Dec.  I. 
1976,  Coffee,  Donuts.  Banquet,  Book  of  1976  Headache  Course  Proceedings 
included, 

--20  HOURS  AMA  CONTINUING  EDUCATION  CREDIT  CATEGORY  I APPROVED. 

Make  cheques  payable  to  "Headache  Course"  Department  of  Neurology, 
University  of  New  Mexico  School  of  Medicine.  Albuquerque,  New  Mexico  87131; 
1505)  277-3342  for  information,  hotel  reservations,  program. 
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University  of  Colorado  School  of  Medicine  Beth  Israel  Hospital 

Continuing  Medical  Education 


HORIZONS  IN  SURGERY 

Aspen  Institute  for  Humanistic  Studies 

January  16-21,  1977 

* * * * 


SECOND  ANNUAL  VAIL  INTERNAL 
MEDICINE  CONFERENCE 

The  Mark  at  LionsHead,  Vail,  Colorado 

January  22-29,  1977 

* * * 


FAMILY  PRACTICE  REVIEW 

Denison  Auditorium, 

Humphreys  Postgraduate  Center 
Denver,  Colorado 

January  17-22,  1977 


VAIL  FAMILY/GENERAL  PRACTICE  CON- 
FERENCE 


The  Mark  at  LionsHead,  Vail,  Colorado 


February  12-19,  1977 


^ 


Contact:  Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  Medical  Center,  Con- 
tainer C295,  4200  East  9th  Avenue,  Denver,  Col- 
orado 80262. 


Phoenix  Surgical  Society 

FIFTH  ANNUAL  SURGICAL  SYMPOSIUM 


VAIL  OB/GYN  CONFERENCE 

The  Mark  at  LionsHead,  Vail,  Colorado 

February  19-26,  1977 

Contact:  Registration  Division,  1818  Gaylor  St., 
Denver,  Colorado  80206 


Scottsdale  Center  for  the  Arts, 

Scottsdale,  Arizona 

Contact:  Ernst  E.  Born,  MD,  333  W.  Thomas 
Road,  #209,  Phoenix,  Arizona  85013 


this  way 


to  Skiing 


Stanford  University  School  of  Medicine 

Office  of  Postgraduate  Medical  Education 

announces  a multidisciplinary  course  on 

CANCER 

JANUARY  24-28,  1977 
at  Stanford  University 

A five-day  multidisciplinary  symposium  on  "Cancer'  will 
be  presented  for  physicians  and  surgeons  who  deal  with 
problems  related  to  neoplastic  disorders.  Lectures,  case 
presentations,  and  informal  seminars  will  provide  each 
registrant  with  an  opportunity  to  assess  his  present  knowl- 
edge and  practice  and  to  acquire  new  information  and 
skills  of  clinical  pertinence.  General  lectures  will  cover; 

Molecular  Biology  of  Cancer 

Carcinogenesis 

Cell  Cycles  and  Cytokinetics 

Ultrasound 

Scintigraphy 

Body  Scannmg — Computerized  Axial  Tomography 
Staging 

Principles  of  Radiation  Therapy 
Principles  of  Chemotherapy 
Specific  Chemotherapeutic  Agents 
Adjuvant  Chemotherapy 
Endocrine  Therapy  and  Ablative  Procedures 
Tumor  Immunoloqy 


Management  of  Infection 
Use  of  Blood  Components 
Hodgkins  and  the  Other  Lymphomas 
Diagnosis  and  Classification 
Staging  Procedures 
Radiation  Therapy  and  Chemotherapy 
Breast 

Diagnosis  and  Staging 
Surrjery  .ind  R.idiation  Therapy 
Mi.'dii  .il  M,in.ii|iim('iil 

Concurrent  sets  of  elective  afternoon  sessions  will  include: 

AML,  ALL  CML,  CLL  and  Plasma  Cell  Neoplasms 
Head  and  Neck,  Prostate,  Thyroid 
Melanoma,  Medical  Management  of  Gl  Neoplasms  and 
Bronchogenic  Neoplasms 

Acute  Leukemia  in  Children.  Solid  Tumors  in  Children, 
Rehabilitation  of  the  Child  and  the  Family 

Faculty  for  the  course  will  consist  of  32  members  of  the 
Stanford  University  faculty. 

The  Postgraduate  Medical  Education  Program  of  Stanford 
University  School  of  Medicine  is  fully  accredited  by  the 
AMA  and  CMA  continuing  education  progfams.  with  this 
course  being  acceptable  for  up  to  27  hours  of  Category  I 
credit. 

Tuition:  $250.  Registration  is  required  no  later  than  Jan- 
uary 21 . 

Frrr  rorjislration.  tirochurc  or  fuilhcr  mformatinii  nddrcsr. 

Office  of  Postgraduate  Medical  Education 
Room  TA-145 

Stanford  University  Medical  Center 
Stanford,  California  94305 
Phone  (415)  497-5594 
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American  Society  for  Surgery  of  the  Hand 
MICROSURGERY  AND  REPLANTATION 
Brown  Palace  Hotel,  Denver,  Colorado 
January  23-26,  1977 

Contact:  John  A.  Boswick,  Jr,  MD,  4200  East  9th 
Avenue,  #C309,  Denver,  Colorado  80220 

Stanford  University  School  of  Medicine 

CANCER:  POSTGRADUATE  MEDICAL  EDU- 
CATION COURSE 

Stanford  University  School  of  Medicine, 
Stanford,  California  94305 

January  24-28,  1977 

Contact:  Office  of  Postgraduate  Medical  Educa- 
tion, Stanford  University,  Stanford,  California 
94305 

Colorado  Ophthalmological  Society 

6TH  ANNUAL  MIDWINTER  SEMINAR  IN 
OPHTHALMOLOGY 

The  Lodge,  Vail,  Colorado  J 


January  29-February  2,  1977 

Contact:  Mrs.  Shirlee  Meyers,  1601  East  19th 
Ave.,  Denver,  Colorado  80218 


National  Asthma  Center 

NEW  DEVELOPMENTS  IN  ALLERGY  AND 
IMMUNOLOGY 

Keystone  Ski  Resort,  Colorado 

January  30-February  5,  1977 

Contact:  Hyman  Chai,  MD,  National  Asthma 
Center,  1999  Julian  St.,  Denver,  Colorado  80204 


University  of  New  Mexico  School  of  Medicine 

3RD  ANNUAL  ROCKY  MOUNTAIN  NEURO- 
OPHTHALMOLOGY COURSE 

Tamarron,  Durango,  Colorado 

February  9-11,  1977 

Contact:  Thomas  J.  Carlow,  MD,  do  Neuro- 
Ophthalmology  Course,  Department  of  Neurology, 
University  of  New  Mexico,  2211  Lomas  Blvd.,  NE, 
Albuquerque,  New  Mexico  87131 


Take  The  Same  Precautions  With  ^ur  Income 
As  \bu  Would  With\bur  Patients’  Health 


As  a doctor,  you  know  the  im- 
portance of  preventive  medi- 
cine. Just  as  early  diagnosis 
and  treatment  are  essential  for 
maintaining  good  health,  sim- 
ilar principles  apply  to  keeping 
you  and  your  family  financially 
secure  That  s why  the  Colorado 
Medical  Society  urges  you  to 
look  into  the  Disability  Income 
Protection  Plan  available  to  you 
as  a member  of  the  Society. 

And  as  you  well  know,  no  one 


Con  Litz 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  Colorado  80033 

(303)  423-2710 


can  guarantee  your  physical 
well-being  Should  a disability 
keep  you  from  your  practice, 
the  (Colorado  Medical  Society  s 
Disability  Income  Protection 
Plan  will  provide  regular  monthly 
benefits  They  are  paid  directly 
to  you  to  use  as  you  see  fit. 
What  s more,  these  benefits  are 
tax-free  under  current  federal 
income  tax  laws.  And  you  can 
count  on  Mutual  of  Omaha  to 
provide  personal  service  to  help 
you  select  the  right  plan. 


Tony  Occhiuto 

902  North  Circle  Drive,  Suite  206 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 

(303)  471-1083 


For  more  information  on  how 
you  can  protect  your  family's 
future,  just  contact  your  nearest 
representative  listed  below. 

UNDERWRITTEN  BY 

Mutual 

?^maha.\L/ 

People  ifou  can  count  on... 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 

Carl  Roderick 
Greeley  National  Plaza 
827  Eighth  Street 
Suite  660 

Greeley,  Colorado  80631 

(303)  352-5296 
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The  maigaiine 
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Shouldif t you  spiead  that  aiound? 


Saturated  fats  and 
polyunsaturated  fats  in 
Com  and  Safflower  Oils 
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\ PROKISES 

‘'f*f«rOR«EFOIlll«'>‘" 

All  Saffola  products  have  earned  the 
Good  Housekeeping  Seal. 


Saffola  is  made  with  liquid  safflower  oil.  It’s 
higher  in  polyunsaturates  than  either 
Fleischmann’s  or  Mazola.  And  no 
margarine  is  lower  in  saturated  fats. 

Saffola  contains  no  cholesterol. 

Your  patients  will  be  pleased  to 
know  that  Saffola,  as  part  of  a modified 
fat  diet,  is  a delicious  way  to  help 
reduce  serum  cholesterol. 

For  comparative 
nutritional  informa-  ^ 
tion  on  all  of  our  ^ 
safflower  oil  products 
write: 

Consumer  Products 
Division,  PVO  Inter-, 
na  tional  Inc. , World 
Trade  Center,  San  Francisco, 

California  94111 


Sagbla. 

Enjoy  it  to  your  heart’s  content. 


Each  capsule  contains  50  mg,  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg,  of  hydrochlorothiazide. 


DV^^DE 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  pi^CE 

formation  in  SK&F  Co, 

brief  summary  foUows:  ' ■ ' 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


♦ Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


^ „ jarities.  It  w more lilcely  in  severely 

Sttents  wth  urine  volume  less  than  one  liter/ 
ay,-  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K+  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K+  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy, 
"niiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K'^"  frequently;  both  can  cause  retention  and 
elevated  serum  K"*" . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  m patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  irt  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  NI^ILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


Colorado 

Doctor  Hersell  P.  Linton  died  August  9,  1976  in 
Julesburg,  Colorado.  Born  January  12,  1913  in  Ras- 
chud,  Arkansas,  he  moved  with  his  parents  to  Las 
Cruces,  New  Mexico  where  he  attended  the  public 
schools,  then  later  New  Mexico  State  College,  sit- 
uated in  that  city.  He  was  graduated  with  a BS  degree 
in  1936,  then  a Master’s  degree  in  1937. 

Later  he  acquired  a PhD  in  chemistry  from  Iowa 
State  College  at  Ames.  In  1940  he  entered  the  Uni- 
versity of  Colorado  as  a graduate  student,  and 
became  a chemistry  teaching  assistant.  He  served  as 
a medical  corpsman  at  Fitzsimons  General  Hospital 
in  1943,  and  in  1944  he  entered  the  School  of  Med- 
icine at  the  University  of  Colorado,  receiving  his  MD 
in  1947. 

After  an  internship  at  Colorado  General  Hospital, 
he  opened  a practice  in  Julesburg.  In  1953  he  was 
called  into  the  military,  and  served  two  years  in  the 
Medical  Corps,  serving  at  Fort  Penning,  Georgia  and 
in  Korea. 

Doctor  Linton  contributed  substantially  of  his 
time  and  energy  to  the  community  of  Julesburg.  He 
served  as  president  of  the  North-East  Colorado  Med- 
ical Society,  was  city  councilman,  and  served  on  the 
Sedgwick  school  board.  He  was  a member  of  the 
Rotary  Club,  the  Lions  Club,  the  Chamber  of  Com- 
merce of  Julesburg,  and  the  Lutheran  Church.  He 
was  a Fellow  of  the  American  Academy  of  Family 
Physicians. 

On  May  14,  1946  he  was  married  to  LaVonne 
Jones  of  Denver.  Mrs.  Linton  survives  the  doctor,  as 
do  a son,  Alan  D.,  of  Thornton,  Colorado,  and  two 
daughters,  Mrs.  Carl  Meline  and  Mrs.  Rick  Johnson 
of  Fort  Collins,  Colorado.  Also  surviving  are  five 
grandchildren. 

Doctor  Daniel  Franklin  of  Denver  died  April  22, 
1976  in  Denver.  He  was  82,  born  in  Russia  July  27. 
1893.  He  came  to  America  in  1907,  and  subsequently 
entered  Creighton  University  School  of  Medicine 
from  which  he  was  graduated  in  1914.  After  an  in- 
ternship in  Omaha  General  Hospital,  he  practiced 
general  medicine  in  Audubon,  Iowa  until  be  decided 
to  specialize  in  ophthalmology. 

Later  he  expanded  his  field  to  include  otolaryn- 
gology. In  1917  he  enlisted  in  the  Army  Medical 
Corps,  and  remained  in  the  service  until  he  retired  as 
a colonel  in  1946.  He  served  in  France  during  World 
War  I,  and  participated  in  the  invasions  of  North  Af- 
rica and  Sicily  in  World  War  II. 

Later  he  was  first  surgeon  with  General  Patton 
and  the  Seventh  Army.  During  his  army  career  he 
served  as  otolaryngologist  at  Fitzsimons,  William 
Beaumont,  Walter  Reed,  Tripler,  and  Sternberg 
general  hospitals.  The  only  station  hospital  in  which 


he  served  was  that  at  Fort  Riley,  Kansas,  the  Army 
cavalry  school,  and  it  was  there  that  he  became  in- 
terested in  “Riding  to  the  Hounds,”  a sport  to  which 
he  remained  devoted  almost  to  the  time  of  his  death. 

Doctor  Franklin  was  a member  of  the  Denver  and 
Colorado  medical  societies,  and  of  the  AMA.  He  was  a 
fellow  in  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  and  served  as  president  of  the 
Colorado  chapter  of  that  organization.  He  was  a Fel- 
low of  the  American  College  of  Surgeons  and  of  the 
American  College  of  Chest  Physicians.  He  was  cer- 
tified by  the  American  boards  of  Ophthalmology  and 
Otolaryngology  in  1932.  Following  his  retirement  from 
the  military  service  he  became  consultant  to  the 
Gates  Rubber  Company  Clinic,  and  was  in  private 
practice  in  Denver.  He  was  a member  of  tbe  Arap- 
ahoe Hunt  Club,  the  Roundup  Riders  of  the  Rockies, 
the  University  Club,  and  was  formerly  president  of 
the  Scimitars,  an  inner  body  of  the  El  Jebel  Shrine. 
He  served  on  the  vestry  of  St.  Thomas’  Church. 

He  was  married  to  Frances  Ross  of  Denver  in  1926. 
She  died  on  April  18,  1976,  just  four  days  before  the 
death  of  Doctor  Franklin.  He  is  survived  by  a son. 
Col.  J.  Ross  Franklin  of  Fort  Banning,  Georgia,  two 
daughters,  Mrs.  Elizabeth  Ewy,  Evergreen,  Colo- 
rado, and  Mrs.  Diane  Miller,  Reston,  Virginia,  twelve 
grandchildren  and  two  great-grandchildren. 


1977  WINTER  CONFERENCE  SCHEDULE 
BETH  ISRAEL  HOSPITAL 
DENVER,  COLORADO 


VAIL  INTERNAL  MEDICINE  CONFERENCE 

January  22  to  January  29,  1977 

VAIL  FAMILY/GENERAL  PRACTICE  CONFERENCE 

February  12  to  February  19,  1977 

VAIL  OB/GYN  CONFERENCE 

February  19  to  February  26,  1977 

ASPEN  RADIOLOGY  CONFERENCE 

February  26  to  March  5,  1977 

VAIL  PSYCHIATRY  CONFERENCE 

March  5 to  March  12,  1977 

VAIL  GENERAL  SURGERY  CONFERENCE 

March  12  to  March  19,  1977 


For  registration  information:  Call  or  Write: 
Beth  Israel  Hospital  Conference  Program 
1818  Gaylord  St,  Denver,  CO  80206 
(303)  320-5333 
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WANT  ADS 


COLORADO  SPRINGS.  Compatible  physician  to  join  group  prac- 
tice in  emergency  medicine;  fringe  benefits  and  competitive  re- 
muneration; flexible  scheduling.  Contact:  Drs.  Cooper  or  Spurgeon 
toll-free:  800-325-3982.  1275-1-TFB 


DOCTOR:  Combine  a salaried  medical  position  with  an  FFS 
practice.  We  are  members  of  a NYSE  company  and  can  offer  you 
the  unique  combination  of  a guaranteed  compensation  package 
while  you  pursue  your  own  practice,  in  some  of  the  most  desirable 
living  areas  in  the  West  and  Midwest — Newport  Beach,  Denver, 
Salt  Lake,  Las  Vegas  and  Spokane.  For  the  complete  story  send 
your  CV  to  the  address  below,  or  call  toll-free  800-854-3020  or  in 
California  call  collect:  (714)  645-4310.  George  Danyla.  Advanced 
Health  Systems,  881  Dover  Drive,  Newport  Beach,  California 
92663.  An  equal  opportunity  employer  m/f.  576-12-4B 


EMERGENCY  PHYSICIANS.  Continue  to  live  at  home;  supple- 
ment your  income  while  commuting  to  our  nationwide  locations. 
Scheduling  flexible  — weekends,  weekly,  or  monthly  — part-time, 
locum  tenens,  or  full-time.  Commuting  allowance,  paid  malprac- 
tice and  state  license  fees;  excellent  remuneration.  Contact:  Drs. 
Cooper,  Spurgeon,  or  Greenberg  toll  free:  1 (800)  325-3982  for 
details.  976-3-3B 


LARGE  PRACTICE  OF  26  YEARS  DURATION  IN  MONTROSE, 
COLORADO  AVAILABLE  due  acute  onset  of  a disability.  Need  of 
one  or  two  Family  Practitioners  — one  to  be  preferably  a Flight 
Surgeon,  pilot,  or  AME  capable  of  carrying  on  First,  Second,  and 
Third  Class  flight  exams.  75  Bed  accredited  modern  hospital: 
expansion  program  now  under  way.  Terms.  References  needed. 
References  will  be  given.  Write:  George  C.  Balderston,  MD,  7 
North  Cascade  Avenue,  Montrose,  Colorado  81401.  976-5-3 


IMMEDIATE  CARE  PHYSICIAN.  The  Billings  Clinic  has  an 
opening  for  a physician  with  general  practice  training  to  care  for 
ambulatory  patients  with  acute  problems.  No  night  call  or 
weekends.  Excellent  location.  Contact:  Paul  V.  Hoyer,  MD.  Medi- 
cal Director,  The  Billings  Clinic,  P.O.  Box  2555,  Billings,  Montana 
59103  or  call:  (406)  252-4141.  976-10-2 


PHYSICIAN’S  OFFICE  SPACE  AVAILABLE.  1808  High  Street, 
Denver,  1364  square  feet,  including  two  consultation  rooms,  five 
examining  rooms,  receptionist  area,  and  waiting  room.  Unlimited 
free  of  street  parking.  Call  Brenda:  (303)  321-1805.  976-14-2B 


GENERAL  INTERNIST  position  available  immediately  in  this 
modern  157  bed  hospital  located  in  beautiful  Colorado  West. 
Grand  Junction  is  a small  modern  city  with  moderate  climate,  and 
ready  access  to  unlimited  outdoor  recreation.  Medical,  economic, 
and  cultural  center  of  the  area.  Board  certification  desirable  but 
not  required;  salary  dependent  upon  qualifications.  Nondiscrimi- 
nation in  employment;  malpractice  coverage.  Contact;  Chief,  Med- 
ical Sevice,  Veterans  Administration  Hospital,  Grand  Junction, 
Colorado  81501.  976-17-3B 


FAMILY  PRACTICE,  Sheridan,  Wyoming,  now  available  im- 
mediately, without  OB  and  surgery.  Within  two  blocks  of  100-bed 
hospital.  Very  active  practice;  building  also  available.  Contact: 
Fred  J.  Araas,  MD,  Box  4069,  Sheridan,  Wyoming  82801. 

1176-1-lB 


ASSISTANT  DIRECTOR,  FAMILY  PRACTICE  RESIDENCY, 
Casper,  Wyoming.  Internal  Medicine  or  Family  Practice  Boards 
preferred.  Patient  care,  resident  and  student  teaching  respon- 
sibilities in  newly  established  statewide  medical  education  pro- 
gram. Demonstrated  interest  in  innovative  medical  education  pro- 
grams to  help  meet  health  care  needs  of  the  state.  Contact: 
Charles  Huff.  MD,  Professor  and  Director,  University  of  Wyoming 
College  of  Human  Medicine,  1233  East  Second  Street,  Casper, 
Wyoming  82601.  The  University  of  Wyoming  is  an  Affirmative 
Action/Equal  Opportunity  Employer.  M)F.  1176-2-lB 


WANTED-INTERNIST  for  multispecialty  group.  Compensation 
on  a fee  for  service  basis.  Generous  fringe  and  retirement  benefits. 
Teaching  opportunities.  Malpractice  insurance  paid.  Contact:  R. 
Woodruff,  MD,  Director,  P.O.  Box  5887,  Denver,  Colorado,  80217, 
or  Call:  (303)  777-1315.  1176-3-lB 


FAMILY  PRACTITIONERS:  Two  Board  Eligible  or  Certified 
Family  Practitioners  needed  in  a Primary  Care  Center  in  Billings, 
Montana,  scheduled  to  open  in  fall  1976.  Attractive  guaranteed 
salary  and  fringe  benefit  program.  Outstanding  opportunity  to 
provide  innovative  health  services,  inpatient  and  outpatient, 
utilizing  extended  paraprofessional  support,  and  emphasizing  pre- 
ventive medicine.  A vigorous  multi-specialty  medical  community 
provides  excellent  medical  backup.  The  Clinic  is  projected  to 
expand  to  ten  (10)  physicians  at  the  end  of  four  (4)  years.  Write: 
Duane  C.  David,  Administrative  Director,  Midland  Primary  Care 
Center,  1241  North  30th  Street,  Billings,  Montana  59101,  or  Call: 
(406)  252-2121.  1176-4-3B 


PEDIATRICIAN  needed  by  43-man  multispecialty  group  in  the 
Rocky  Mountain  area.  Excellent  location.  Progressive  group.  Sal- 
ary competitive.  Full  partnership  in  two  years.  Write:  Paul  V. 
Hoyer,  MD,  Medical  Director,  P.O.  Box  2555,  Billings,  Montana, 
59103.  1176-5-4B 


FAMILY  PHYSICIANS/PRIMARY  CARE  PHYSICIANS  to  estab- 
lish innovative  practice  in  rural  northeast  Colorado.  Fulltime 
University  faculty  appointment  including  guaranteed  first  year 
salary,  health,  malpractice  coverage  insurance,  teaching  oppor- 
tunities, assured  vacation,  and  continuing  education.  Unique  op- 
portunity in  a combined  federal,  state,  and  private  program, 
establishing  a network  of  referral,  back-up,  and  computerized  data 
systems.  Interested  applicants  should  be  skilled  in  medicine, 
pediatrics,  ob/gyn,  office  orthopedics,  minor  surgery,  committed  to 
problem-oriented  medical  records  and  patient  care.  Individuals, 
pairs  and  teams,  seriously  considered.  An  Equal  Opportunity/ 
Affirmative  Action  Employer.  Frank  Reed,  MD  or  Perry  Warren, 
University  of  Colorado  Medical  Center,  1180  Clermont  Street, 
Denver,  Colorado  80220,  or  Call:  (303)  394-5191,  Collect. 

1176-6-lB 


WANTED:  GENERAL  PRACTITIONER,  INTERNIST,  PEDIA- 
TRICIAN for  staff  physician  in  institution  for  retarded.  Boulder 
River  School  and  Hospital,  Boulder,  Montana.  Eastern  Slope, 
Continental  Divide,  heart  of  big  game  hunting,  and  fishing  areas; 
institution  population  about  300,  community  population  about 
1,000;  starting  salary  $32,978.  Two  physicians  taking  night  and 
weekend  calls.  Foreign  medical  graduates  must  have  BCFMG  and 
FLEX.  Contact:  Personnel  Office,  Boulder  River  School  and  Hos- 
pital, Boulder,  Montana  59632.  1176-7-lB 


REASONABLE  APARTMENT  OR  CONDOMINIUM  NEAR  SKI 
AREAS  sought  for  Christmas  and  New  Year  Week  by  Indiana  MD 
and  wife  plus  four  college  age  children  who  contemplate  a move  to 
Colorado.  If  you  have  rental  properties  please  contact:  Mrs. 
Donald  Parrot,  810  W.  State  Boulevard,  Fort  Wayne,  Indiana 
46815  or  call  (219)  483-7102  (days).  1176-8-18 


MENTAL  HEALTH  OFFICE  to  sub-lease  in  multidisciplinary 
group  in  Greater  Phoenix.  Lease  is  for  18  months  with  option  to 
buy.  Excellent  opportunity  for  anyone  moving  to  Phoenix.  Call: 
(602)  957-1740.  1176-9-2B 


WASHINGTON  STATE  NEEDS  2 GPs  and  FPs  and  1 General 
Surgeon.  3 physicians  currently  on  medical  staff.  Opportunity  in 
rural  area,  with  hunting,  fishing,  water  sports  within  5 minutes. 
Contact:  Richard  R.  Bell,  Executive  Director,  Coulee  Community 
Hospital,  P.O.  Box  H,  Grand  Coulee,  Washington  99133.  Call: 
(509)633-1753.  1176-10-3B 


FAMILY  PHYSICIAN.  Opening  available  for  associate  or  family 
physician  to  assume  partner’s  practice  and  share  office  space  and 
alternate  call.  Prefer  someone  willing  to  do  obstetrics.  Contact: 
Box  1176-21-1,  Rocky  Mountain  Medical  Journal,  1601  East  19th 
Avenue,  Denver,  Colorado  80218.  1176-21-1 
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HEALTH  PROFESSIONALS.  Peace  Corps  and  VISTA  have  vol- 
unteer openings  for  programs  overseas  and  in  the  U.S.  Needed: 
BSRN’s,  AA-Nursing,  physical  therapists,  X-ray  techs,  lab,  and 
med  techs,  hospital  administrators.  Peace  Corps  and  VISTA  pro- 
vide volunteer  living  allowance,  transportation,  medical,  other 
benefits.  Retirees  needed,  too.  Call:  ACTION,  1050  17th  Street, 
Denver,  Colorado,  at  (303)  837-4173-collect-,  and  ask  for  Mr. 
Keefe.  1176-11-lB 


WANTED:  General  surgeon.  Incorporated  multi-specialty  group  of 
nine  physicians  has  immediate  opening.  College  town  of  8,000  in 
beautiful  San  Luis  Valley  of  Southern  Colorado.  Modern,  accred- 
ited hospital.  Call  or  write:  J.  W.  Ruddell,  MD,  1847  Second 
Street,  Alamosa,  Colorado  81101.  Phone:  (303)  589-6605. 

1176-12-1 


EMERGENCY  ROOM  POSITION  WANTED.  Medium  or  large 
hospital  in  Rocky  Mountain  states.  Middle-aged,  ambitious,  ex- 
perienced in  trauma,  orthopedics.  University-trained.  Diplomate 
National  Boards.  Write  Box  1176-13-lB,  c/o  Rocky  Mountain  Med- 
ical Journal,  1601  East  19th  .Avenue,  Denver,  Colorado  80218. 

1176-13-lB. 


DOCTORS  OFFICE  FOR  SALE,  WITH  LARGE  PRACTICE.  1800 
sq.  ft.,  very  attractive  office  in  Cody,  Wyoming.  Beautiful  country, 
outstanding  offer  and  opportunity.  Please  write:  Leland  E.  Stan- 
ley, MD,  2101  11th  Street,  Cody,  Wyoming,  82414,  or  Call:  (307) 
587-2603.  1176-14-2B 


OFFICE  SPACE  AVAILABLE:  completely  furnished  office  in 
three-man  office  building.  East  Denver,  near  hospitals.  Available 
on  monthly  basis  or  long-term  lease.  Contact:  Howard  Bronson, 
MD,  1425  Jackson  Street,  Denver,  Colorado  80206,  or  call:  (303) 
333-1577.  1176-15-lB 


FAMILY  PRACTITIONER  WANTED  to  join  established  medical 
group  in  Vail,  Colorado.  Starting  December  1976.  Contact:  Dr. 
Philip  Freedman,  Box  1071,  Vail,  Colorado,  81657,  or  call:  (303i 
476-0180.  1176-16-lB 


FOR  SALE:  Over  3,900  sq.  ft.  building,  ten  years  old.  Ample 
parking,  Lakewood  location.  Previously  served  as  medical  space. 
Call  Luise  at  (303)  233-7135  or  Apple  Ridge,  Inc.,  Realtors,  i303i 
232-5252.  1176-17-lB 


1974  BOARD  CERTIFIED  PA  with  wide  range  of  rural  and  urban 
medical  experience  wishes  to  relocate  to  rural  type  of  clinical  or 
emergency  situation  in  the  Rocky  Mountain  region.  Resume 
and/or  more  information  upon  request.  Write:  Adriaan  Volger,  850 
N.  Main  Street,  Milford,  Michigan  48042,  or  Call:  (313)  685-3585. 

1176-18-lB 


FOR  SALE:  Burdick  EK4  EKG,  $650;  Burdick  EK3  EKG.  $500; 
Birtcher  EKG  $475;  Sanborn  '51  EKG,  $200.  All  EKG’s  have 
accessories  and  warranty.  We  also  service  and  buy  EKG  equip- 
ment and  carry  a full  line  of  EKG  supplies.  Aquarian  Medical 
Repair  and  Supply.  Call:  (303)  427-2867.  1176-19-lB 


MEDICAL  SPACE  IN  LOVELAND,  Colorado/Medical  Arts 
Center.  Located  in  nice  residential  area.  Suite  or  smaller  space 
available.  Lease  includes  maintenance,  air  conditioning,  off  street 
parking.  Building  has  pharmacy.  Inquire:  MAROB  & Company, 
2338  South  Hearth,  #30,  Evergreen,  Colorado  80439.  Call:  (303) 
674-7153  or  (303)  534-8787.  1176-20-2B 


NURSES.  Before  you  become  locked  into  career  commitments, 
consider  an  alternative  that  contrasts  considerably  with  the  regu- 
lated routine  of  a hospital  or  examining  room  of  a doctor’s  office. 
Consider  the  Peace  Corps.  Thousands  of  nurses  have  found  the 
Peace  Corps  to  be  one  of  the  most  exciting  and  educational 
experiences  of  their  lives,  and  they  have  gained  professionally  in 
their  field.  Your  living  expenses,  transportation,  medical  benefits 
are  provided,  and  more.  Write:  ACTION,  1050  17th  Street,  Den- 
ver, Colorado,  80202,  or  call:  Mr.  Keefe,  (303)  837-4173 
(Collect)  1176-23-lB 


TAX  DEDUCTIBLE  VACATIONS  FOR  MEDICAL  PROFES- 
SIONALS. Over  500  listings  of  national/ international  meetings  in 
the  medical  sciences  for  1977.  Send  a $10  check  or  money  order 
payable  to:  Professional  Calendars,  P.O.  Box  40083,  Washington, 
D.C.  20016.  1176-22-lB 


BIG  SKY,  MONTANA.  Rent-free  space,  minimum  one  year, 
destination  resort  and  year-round  community  to  a family  prac- 
titioner seeking  semi-retirement,  or  to  a younger  person  willing  to 
sacrifice  top  income  in  order  to  enjoy  Northern  Rockies  way  of  life. 
Contact:  D.C.  Hooper,  Big  Sky  of  Montana,  Realty,  Inc.,  P.O.  Box 
100,  Big  Sky,  Montana,  59716  or  call:  (406)  995-4777.  1176-24-2B 


WANTED:  EMERGENCY  DEPARTMENT  PHYSICIAN  to  join 
three-physician  group.  Minimum  guarantee/fee-for-service  con- 
tract with  fringe  benefits  in  attractive  New  Mexico  recreational 
community  (skiing,  sailing,  fishing,  hunting).  Call  Thomas 
Cooper,  MD  or  Roger  Heroux  toll  free  at:  1-800-325-3982  for 
details.  1176-25-2B 


NEAR  CINDERELLA  CITY  IN  ENGLEWOOD:  Available  for 
immediate  occupancy;  either  one  large  section  of  2400  sq.  ft.,  or 
two  smaller  sections  of  1200  sq.  ft.  each;  ample  parking  for  both 
clients  and  staff;  $5.50/sq.  ft.;  Call;  Carl  Duncan,  (303)  761- 
6565.  1176-26-lB 


PRACTICE  AVAILABLE.  Northern  Colorado  Rockies.  Mountain 
Valley.  No  smog,  congestion,  noise.  One  hour-Denver.  Unlimited 
four-season  recreation.  Excellent  schools,  churches,  shopping,  of- 
fice facilities.  New  small  general  hospital.  Ideal  life  style-personal, 
family,  professional.  FB-GP  Group  Association  with  young  MD’s. 
Write:  E.G.  Ceriani,  MD,  Box  497,  Kremmling,  Colorado 
80459  1176-27-3. 


COLORADO  PHYSICIANS.  Interested  in  the  Physicians  Assis- 
tant concept?  Contact  the  Colorado  Academy  of  Physician  Assis- 
tants, c/o  A.V.  Ciuffo,  PA,  8383  W.  Alameda  Avenue,  Lakewood, 
Colorado  80226.  1176-28-3B 


FAMILY  PRACTITIONER  IN  Windsor  desires  an  associate.  Town 
of  3300,  Service  area  of  5,000.  Rapidly  growing  community  50 
miles  north  of  Denver.  14  miles  to  Greeley.  Contact:  Edwin  D. 
Kadlub.  MD.  P.O.  Box  250,  Windsor,  Colorado  80550,  or  call:  (303) 
686-7414.  1176-29-TFB 


LIGHTEN  THAT  LOAD.  New  MD  graduate  with  7 months  recent 
internship  level  experience  on  heavy  pediatric  and  medicine  ser- 
vices. Would  like  to  assist  you  as  'intern’  in  your  busy  general/ 
family/pediatric  practice  from  January  ’77  to  start  of  my  residency 
in  July  ’77.  Small  group/clinic  within  180  miles  of  Denver  would 
be  ideal  but  offers  from  solo  practitioners/more  distant  sites  also 
welcome.  Salary  negotiable.  Resume,  references:  Box  1176-30-lB, 
c/o  Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218  1176-30-lB 


CARDIOVASCULAR  AND  THORACIC  SURGEON  35,  university 
trained,  experienced  in  open  heart,  vascular,  and  pulmonary 
surgery,  and  now  in  group  practice.  Wishes  to  relocate  in  private 
practice.  Write:  Box  1176-31-lB,  Rocky  Mountain  Medical  Jour- 
nal, 1601  East  19th  Avenue,  Denver,  Colorado,  80218. 1176-31-lB 


CARDIOLOGIST  OR  INTERNIST  experienced  in  ECG  interpreta- 
tion for  modern  new  preventive  and  rehabilitative  medicine  clinic 
with  a medically  supervised  excercise  facility  in  Denver,  Colorado. 
Will  practice  non-invasive  cardiology  to  include:  physical  exami- 
nations, consultations,  treadmill  stress  testing,  and  cardiac  re- 
habilitation class.  No  in-patients,  no  crisis  medicine,  5 days-  no 
nights  or  weekends.  Salary  to  $45,000  or  negotiable  with  a percen- 
tage of  the  profits.  Write:  Box  1176-32-2B,  c/o  Rocky  Mountain 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado  80218. 

1176-32-2B 
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Misuse,  88 
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Lithiasis,  148 
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indicated  the  term  is  for  one  year  only  and  expires  at  the  1976 
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rial Board,  Rocky  Mountain  Medical  Journal:  Carl  H. 
McLauthlin,  Denver. 
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OFFICERS — 1976-77 — Terms  of  Officers  and  Committeemen  ex- 
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dicated the  term  is  for  one  year  only  and  expires  at  the  1977  Annual 
Session. 

President:  Walter  Hopkins,  Lovington. 
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Albuquerque;  Donald  Wolfel,  Albuquerque;  Robert  McComas,  Las 
Cruces;  Herman  Bender,  Silver  City;  Leland  Fellows,  Alamogordo; 
Clarence  Peterson,  Carlsbad. 

Councilors  for  Two  Years:  Donald  E.  Kilgore,  Jr.,  Albuquerque; 
Thomas  L.  Carr.  Albuquerque;  Edward  D.  Fikany,  Fort  Sumner;  T. 
G.  McCormick,  Hobbs;  Norton  Ritter,  Gallup;  Jack  Coats,  Far- 
mington. 
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nal: Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  John  H Saiki,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Mr.  Ralph  R.  Marshall,  Albuquerque, 

Executive  Director:  Mr.  Ralph  R.  Marshall,  2650  Yale  Blvd.,  SE, 
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Associate  Executive  Director:  Rick  Beitler,  Albuquerque. 
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OFFICERS — 1976-77 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Meeting  of  the  Year  Indicated.  Where  no  year 
is  indicated  the  term  is  for  one  year  only  and  expires  at  the  1977 
Annual  Meeting. 

President:  Colvin  H.  Agnew,  Billings. 

President-elect:  James  K.  Cope,  Forsyth. 

Vice  President:  Robert  P.  Yost,  Missoula. 

Secretary-Treasurer:  Paul  R.  Crellin,  Billings. 

Assistant  Secretary-Treasurer:  Jack  L,  Davis,  Kalispell. 
Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf  Point. 

Alternate  Delegate  to  the  A.M.A.:  John  R.  Halseth,  Great  Falls. 

Executive  Committee:  Colvin  H,  Agnew,  Billings;  James  K. 
Cope,  Forsyth;  Robert  P.  Yost,  Missoula;  Paul  R.  Crellin,  Billings; 
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Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 
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OFFICERS — Terms  of  Officers  and  Committeemen  expire  in  Oc- 
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President-elect:  Robert  L.  Brown,  Carson  City. 
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Thomas  J.  Scully,  Reno. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
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OFFICERS— 1976 — Terms  of  Officers  and  Committeemen  expire 
December  31,  1976,  Terms  of  office  (with  the  exception  of  Delegate 
and  Alternate  Delegate  to  A.M.A.)  expire  at  the  end  of  the  calendar 
year  rather  than  at  the  Annual  Session. 

President:  Patrick  D.  Nolan,  Buffalo. 
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Secretary:  James  R.  Alexander,  Torrington. 

Treasurer:  -John  C.  Budge,  Laramie. 
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nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr,  Robert  G.  Smith,  Cheyenne. 
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THERE AREA 
LOTOPPEOPLE 
GETTING  NSTWEEN 
WUANDVOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  sufistitutiou  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
I equivalent,  since  neither  present  drug  standards  nor  their 
I enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
"follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MM  Maximum  Allowable  Cost,  MAC  for  short,  is 

a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  flimres. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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